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This dissertation reports the findings of an evaluation of the Five 
Hospital Homebound Elderly Program in Chicago. The Program is A model 
long term home care demonstration project which is community-based and 
provides a unique combination of medical and social supportive services 
to chronically impaired homebound elderly. The Program differs from 
most ? ? ? ? ? ? ? ? ? certified and reimbursed programs and is a potential model 
for expanded benefit programs now being considered in Congress. 
The evaluation of the Program encompassed both impact and process 
issues, utilizing a pre/posttest quasi-experimental design with a non-
equivalent control group. Within this design, the cOl:lprehensive 
functional status of 122 consecutively admitted Five Hospital clients 
and of 123 controls was assessed at time of acceptance to service and 
nine months later, using the Duke/OARS }wltidimensional Functional 
Assessment Questionnaire. The control group consisted of recipients of 
OAA Title III home-delivered meals who live in an area that is 
geographically contiguous to the Five Hospital Px'ogram's catchl!lent area 
and ? ? ? ? ? were similarly elderly and impaired. 
Rates of hospitalization, institutionalization and Aortality were 
also obtained in addition to rates of home care services utilization for 
both groups. Analysis of pretest data, which was obtained on 75% of 
newly accepted FRHEP clients and 74% of control group clients, revealed 
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that, lwerall. the two groups were remarkably similar on measured 
variables with the exception of. the fact that Five Hospital clients were 
significantly older ex age 80.4) and more impaired in Instrumental 
Activities of Daily Living than controls but also enjoyed better sacial 
supports. These differences were of interest because advanced age. poor 
ADL and poor social supports are variables which have been reported to 
be associated with admission to long term care institutions in the 
literature. 
At post test, functional status data were obtained on 83% of 
experimentals and 81% of controls, with mortality being the major cause 
of attrition in both groups (12% and 11%, respectively). Hajor findings 
derived from the analysis of outcome measures revealed no difference 
between the two groups with respect to mortality rates. However, 
bivariate analysis revealed interesting differences between the two 
groups with respect to the characteristics of subjects who died. 
Variables which appeared to be similarly and differentially associated 
with increased incidence of mortality in the two groups were therefore 
identified and discussed. However, the number of subjects who 
experienced this outcome in both groups was too small to permit any 
conclusions to be drawn. The fact that mortality rates were almost 
identical for the two groups, given the greater age and ADL impairment 
of experimental subjects at pretest, is interpreted as suggestive of a 
possIble benefIcial effect of treatment which might warrant follow-up in 
a study with a larger sample size. 
Effects of treatment on functional status included a trend towards 
perception of improved social supports. mental health and phYSical 
" health, as well as a s:tgnificant decrease in unmet needs among 
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experimental subjects (p < .05). Somewhat paradoxically. these 
beneficial changes were accompanied by a significant (p < .01) 
deterioration in Physical Activities of Daily Living. It is suggested 
that this change in PADL status may be confounded with the reception of 
the treatment which consisted of regular assistance with ADL tasks. 
Comparison of pre and posttest hospitalization rates revealed no 
dlfferences between the two groups, with the exception of the fact that 
fewer Five Hospital subjects were repeat users at pre and post test. 
A highly significant difference was observed in the rates of 
institutionalization for the two groups with experimental subjects 
experiencing this outcome less frequently than controls (p < .01). 
Hultiva-riate analYSis which attempted to control for selection 
diffeI'ences and other explanatory variables failed to degrade this 
effect which remained significant. 
Furthermore. when the above outcome measures were analyzed 
according to lev-'!l of treatment received. the same rE:latiollship!' 
described above were observed. The above findings were interpreted to 
indicate that, overall, the Program had beneficial effects on its 
- , clientele and that this model of long term care services has important 
implications for the development of national long term care policy. 
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The Research Problem 
Hospital and nursing home expenditures for the elderly in the U.S. 
have been rising rapidly in recent years and were projected to increase 
by as much as 33% in fiscal year 1978. 1 These expenditures will only 
continue to grow as a result of the increased longevity of the elderly 
and their concomitant ? ? ? ? ? ? ? ? ? ? prevalence of chronic disability. 
Previous research suggests that home health care (lIHC) can reduce 
consumption of acute hospital services, prevent or delay institution-
? ? ? ? ? ? ? ? ? ? ? and increase the quality of individual recipients' 
lives. 2,3 However, very little information exists about the impact of 
coordinated long term home care services on chronically impaired 
elderly. nor is there much information, if any, on what this grQup's 
service utilization pattern might resemble or what these services might 
1Robert C. Benedict, "Viewpoint," Geriatrics, 33:10, (October 
1978), pp. 100-101. 
2Margaret Nielsen; Margaret Blenkner; Martin Bloom; 
and Helen Beggs. "Older Persons After Hospitalization: 





3Nancy It. 8ryant. Louise Candland, and r-egina Loewenstein, 
"Comparison of Care and Cost Outcoces for Stroke Piltients With and 
Without Home Care. Stroke, 5, (January-February, 1974). 
2 cost. This study has attempted to ? ? ? ? ? ? ? ? some of the needed 
information through the evaluation of the Five Hospital Homebound 
Elderly Program. an innovative home health care program which was 
initiated jointly by five voluntary hospitals in an a·ttempt to find 
alternatives to costiy institutional care. The evaluation has utilized 
a quasi-experimental design. with a comparable population of elderly 
home-bound clients of a home delivered meals program as a comparison 
group. 
The Five Hospital Homebound Elderly Program in Chicago (hereafter 
referred to as the Program) differs significantly from previously 
studied Home Care Programs in that it is both hospital linked and 
community-based and provides a combination of medical and social 
supportive care. Its unique organizational structure and range of 
services render it an attractive model for programs that can be expected 
to develop in response to expanded Uedicare-reimbursed home care 
benefits. including some which have recently been enacted in legislation 
passed by Congress in December of 1980. The evaluation of the Program 
consists of: (1) a study of the impact of the Program's ? ? ? ? ? ? ? ? ? on 
client functioning and rate of institutionalization vs. outcomes of the 
comparison group which did not receive expanded home care. and (2) a 
study of the differential utilization of home care services by both 
groups. 
Stimulation for the Study 
The stimulation for this study derived from the following three 
factors: 
1. Increased expenditures for health "are of the elderly. 
I 
I 
2. Demographic changes which have resulted in increased nuabers 
of impaired elderly, and 
3. The limitations of existing hOlne health care models to meet 
the needs of chronically impaired elderly. 
Each of these factors will be addressed in turn in the sections to 
follow. 
Costs 
Health care costs for the U.S. population as a whole have risen 
dramatically in the United States over the past decade. While the cost 
of living increased by 86% between 1960 and 1976, the average cost of 
hospital care per patient day increased by 450%. Daily charges of $300 
and more are now common. 1 A similar trend has been observed in nursing 
home· care expenditures, which rank third after hospital and physician 
services in their consumption of the federal health care dollar. 
3 
According to the most recent Social Security Bulletin the 1976 figure of 
$10.6 billion spent for nursing home care was more than eight times the 
level of spending in 1965. This increase is thought to be attributable 
to increased governmental support of nursing home care as a substitute 
for the more expensive car.e provided in hospitals in recent years and is 
also attributable to the extension of Medicaid coverage to Intermediate 
Care Facilities in 1972. 2 
lLarry D. Frederick, "Hospital Care: Biggest Piece of the Health 
Care Bill," Medical World News, (Hay 2, 1977). pp. 49-60. 
2Robert M. Gibson. and Harjorie Smith Mueller. "National Health 
Expenditures, Fiscal Year 1976," Social Security Bulletin. (April, 
1977). 
4 
While health care expenditures for the population as a ,,,hole hav"e 
been rising, it is clear that the elderly consume more health services 
than do other segments of the population. For example, While the 
average number of hospital days per person in 1976 across age groups was 
9.6, the number of hospital days for those 65 years and over was 15.5 
for those hospitalized. 1 Likewise, the elderly can be demonstrated to 
utilize more nursing home care insofar as the average age of a nursing 
home resident in the U.S. is 82. 2 In keeping with thIs trend of 
increasing expenditures, federal hospital and nursing home expenditures 
for the over sixty-five year old segment of the population were 
predicted to increase by as much as 33% (7.2 billion) during fiscal year 
1978 alone. 
Increase in Survival of Chronically Impaired Elderly 
This increase in costs is paralleled by ? ? ? increase in numbers of 
elderly in the United ? ? ? ? ? ? ? ? and particularly by a disproportionate 
increase in the number of "old-old" individuals (75 years and above) who 
are likely to consume more health care services. 3 For example, during 
the 1960's the over 75 age group increased by 37 percent compared with 
only a 13 per cent increase for those between 65 and 75. The importance 
of this change is illustrated by the fact that the vast majority of 
1U.S. Department of Health. Education and t-lelfare, Public Health 
Service. National Center for Health Statistics, Current Estimates from 
the Health Interview Survey, United States - 1976, Series 10, No. 119, 
(1979), p. 27. 
20din Anderson, "Reflections on the Sick Aged and Helping Systems," 
Social Policy, Social Ethics and the Aging Society. Neugarten and 
l1avighurst, eds. ? ? ? ? ? ? ? ? ? ? ? ? ? ? U.S. Government Printing Office. 1976). 
3James C. Corman. "Health Services for the Rlderly," Socilll Policy, 
Social Ethics and the Aging Society. 
patients in nursing homes are over 75. with the average patient age 
being 82. Using an estimate of 13 per cent prevalence of extreme disa-
bllity for this older age group. Anderson calculates that while 
? ? ? ? ? ? ? ? ? ? of this disabled population currently receive care in nursing 
homes. another 1.600.000 are at home. 1 Very little information exists 
in the literature regarding the nature of services. if any. which this 
latter "homebound" group has been receiving. 
As a result of these precipitous increases in both the ? ? ? ? ? ? ? of 
impaired elderly and the cost of their institutional care. policy-makers 
have begun to search for alternative health care delivery models. 
especially for those patients suffering from chronic diseases who 
require long-term care. 
Home health care is currently receiving consideration as one of 
these alternative models. Evidence of this interest can be seen in a 
number of bills drafted in both State legislature and in Congress ,JRich 
advocate the expansion of home care benefits under Hedicare and 
Hedicaid. 2 
Impetus for this interest in home care has stemmed from many 
reports of inappropriate placement of elderly ,in institutions. For 
example. one recent national study of levels of care in Intermediate 
Care Facilities found that 86 per cent of the patients in ICF's were 65 
years and older. and that the precipitating cause of referral in 45 per 
cent of the cases involved a change in either the home or family situa-
1Anderson. Ibid. 
2For example. the following Bills have been introduced in the last 
five years: Koch Bill. H.R. 9829 introduced to House of Representatives 
9/24/75. and Domenici Bill. 1977; Berman Bill. Illinois State Senate 
(now enacted); and Pepper Bill. HR 10738. 
tion or in the emotional status of the patient. not II change in the 
patient's health status. l The authors concluded that these patients 
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could possibly have remained in their communities longer and/or avoided ? ?
institutionalization entirely if more appropriate community services and 
supports had been available. 
Limitations of Existing 1I0me Health Care Models 
Unfortunately. home health care services in the U.S. have been 
characterized by an acute care orientation. by over-regulation in an 
attempt to prevent overutilization. and by a gap between medically 
oriented services and social service sponsored services. (These short-
comings will be addressed in more detail in Chapter 2.) The resulting 
uncoordinated and fragmented se rvices. reimbursement mechanisms, and 
programs have left many frail elderly who are functionally prohibited 
from access to care on an ambulatory basis with no viable alternative 
between opting for "total care" in an institution vs. "no care" in their 
homes. As Kamerman and Kahn have stated: "A major lack (in community 
services to the aged) is the paucity of in-home homemaker-home health 
aide services. Acknowledging the need for this service, local ? ? ? ? ? ? ? ? ? ? ?
attribute its absence to· lack of federal support for it. ,,2 
1U•S., Department of Health, Education and Helfare, Public Health 
Service. Health Services Administration, Bureau of Quality Assurance. 
Levels of Care in Intermediate Care Facilities, National Study, 1976. 
2Sheila B. Kamerman. and Alfred J. Kahn; Social Services in the 
United States. Philadelphia: Temple University Press. 1976. 
Significance for Social Work 7 
Social workers have been advocates of home care as a service 
delivery option for many years.l Many Homemaker/Home health-aide 
programs in the United States originated and developed under social work 
auspices. Lately there have been a growing number of articles published 
in the social work literature which calion social workers to identify 
themselves with the provision of home care ser.vices. 
For example, Morris has estimated that 10% of the population of all 
ages could be considered to require long-term care from adults other 
2 than parents for some par,t of the day. He suggests that social workers 
accept responsibility for managing the care taking function ? ? ? in 
modern society and that the assumption of this function will in turn 
provide an unambiguous identification for the ? ? ? ? ? ? ? work profession in 
the ll1ind of the public. According to Morris, this as.sumption of 
responsibility for "Personal Care Services" would include, but not be 
limited to, homemaker services, home health service, and protective 
services for children and the elderly. The focus of such services would 
be the maintenance of individuals with severe deficits and handicaps in 
a humane and civilized fashion. Casework would be one of the services 
offere.d under this type of delivery model but it would share equal 
importance with concrete aids and services. 
Morris also suggests that. since many social needs revolve around 
health issues, his "Personal Services" model might well originate and 
IMinna Field and Bessie SchIess, "Extension of Medical Social 
Services into the Home," Social Casework, (March. 1948), pp. 22-25. 
2Robert Morris, and Delwin Anderson, "Personal Care Services: An 
Identity for Social Work," Social Service Review, (June, 1975). pp. 157-174. 
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develop from an expansion of social services already being provided in 
the health field. Given the fact that one'-half of all social workers 
are now employed by agencies which have sOnle responsibility for the 
health of their clients. Morris suggests that the role of the social 
worker in the health field should be expanded to include the clear-cut 
management of and responsibility for Personal Care Services. In so 
doing the profession could also resolve its longstanding internal 
dilemma of compassion versus control. In recognizing that the 
elimination of all dependency is impossible. the profession could re-
direct its efforts to the humane and responsible care and maintenance of 
disabled individuals. including the frail aged •. 
In a recent article. Zald also predicts that one of the two most 
serious social welfare problems of the future in the United States will 
be the development of a system for maintaining the elderly.l 
Dobrof's testimony to the Long Term Care Subcommittee of the United" 
States House of Representatives also supports this view. As a spokesman 
for NASW policy'on the expansion of home health services. she urged that 
more multi-service community based home care centers be established in 
which the medical and social components would share equal status. 2 
Kahn and Kamerman have also called for the expansion of home care 
services and for increased social' work involvement and sponsorship of 
IMayer Zald. "Demographics. Politics .and the Future of the ? ? ? ? ? ? ? ? ?
State." Social Service Review. 51:1, (March 1977), pp. 110-124. 
2"Loncr Term Care Subcommittee Members Hear NASW View on Home Health co Care." NASW News. January, 1976. 
these "social utilities" citing the long European tradition of "home 
helps" in this regard. 1 
In view of the above, it seems clear that increasing interest has 
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developed of late in the issue of home health care and that the topic is 
one that is quite relevant to the social work profession. While these 
points may be clear, many critical policy questions remain, such as: 
1. What are the effects of home care for chronically disabled 
elderly? Are home care services asociated with a measurable 
difference in terms of client outcomes or functional status? 
2. What type of client appears to benefit most and least from 
these services? 
3. Who utilizes home care services according to social character-
istics, diagnostic category and type of service? 
4. What are the costs of such services? 
The research study described here addresses the above questions •. 
This study has evaluated the effectiveness of a community-based 
comprehensive home care program, - the Five Hospital Homebound Elderly 
Program in Chicago, which was initiated by social workers and is now 
directed by a social worker. Before proceeding with the major study 
questions, it would be appropriate to include some background 
information about the Program. 
lAlfred J. Kahn, and Sheila B. Kamerman. Not for the Poor" Alone: 
Eurpoean Social Services, (Philadelphia: Temple University Press, 
10 The Study Settings 
The Experimental Program 
The Five Hospital Program was initiated by the Social Service 
Directors of five voluntary hospitals on the mid-north side of Chicago 
(Lincoln Park - Lakeview area). This group believed that many elderly 
in this area were homebound because of progressive age and disability 
and were not in a position to avail themselves of needed medical and 
social services. They therefore proposed the establishment of a home 
care program which could provide a combination of coordinated ? ? ? ? ? ? ? ?
and social supportive services to these patients in their homes. The 
Social Work Directors succeeded in exciting the interest of their 
Hospital Administrators and other community agencies in the Project. 
procured funding and hired a Director in July 1976. The current Program 
staff consists of a Director who is a social worker. a nurse coordinator 
who trains and supervi$es the home health aides. five part-time 
physicians from the five participating hospitals. two nurse and social 
worker teams. fourteen geriatric home health aides. a development/public 
relations staff member. and a small group of volunteers. 
In late Jaunary. 1977". the first client was accepted and by January 
1981 close to 350 clients had been accepted for care. 
The goals of the Program are the folloWing: 
1. To provide comprehensive. coordinated medical and social 
supportive services to the homebound elderly. using a team 
approach. 
2. To provide services required to maintain those older adults 
who Tr11sh to remain in their own homes. 
3. To identify gaps in resources. 
I 
? ? ?
4. To train health care personnel in the needs and problems of 
the older adult. 
5. To reduee the number of emergency and repeated hospitaliza-
tions which have been the primary means for many elderly to 
receive medical care. 
6. To create new opportunities of employment and volunteer 
service for the older adult. 
7. To demonstrate through program evaluation that this· type of 
program can reduce the need for premature or inappropriate 
institutionalization of the elderly. 
11 
8. To determine if ? ? ? ? maintenance can be a more cost effective 
and efficient way of caring for large numbers of elderly than 
institutionalization. 
The target population of the Program consists of persons over 60 
who live within the Lincoln Park/Lakeview area of Chicago and who are 
homebound, includ1.ng: 
1. Persons living alone Who are not presently under regular 
physician or hospital care. 
2. Persons receiving Physician or hospital care who also need 
supportive services in order to be maintained outside of an 
institution. 
3. Chronically ill dependent persons under 60, who are alone or 
live with another dependent person. 
The Program was designed to reduce the need for emergency hospital-
ization or emergency room treatment and is focused upon individuals who 
are not in need of twenty-four hour supervision. It is modeled to a 
certain extent after the Chelsea-Village Home Care Program in New York 
except for the fact it is community-based and provides direct home 
health aide services. 1 
The Program differs from most existing tledicare certified and 
reimbursed Home Health Care Agencies in that it is not restricted to 
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patients who require skilled nursing care. has no ltmits on number of 
visits. and is prepared to provide physician visits. nurse monitoring. 
social work coordination and a mix of personal care (according to the 
Medicare definition of the term) and ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ?
services geared toward long or short-term maintenance. The goal of the 
Program is to match client needs with services through highly 
individualized plans of care. The emphasis is thus on flexible service 
packages. geared toward a minimum number of visits per client. As will 
be seen from the section dealing with the Literature in Chapter II, this 
type of Program represents a highly innovative undertaking in the home 
health care field in the United States. one that many leaders in the 
field feel is long overdue. 
The Comparison Group Program 
The Home Delivered Meals Program which serves the comparison group 
used in this study. 1s administered under a contract with the Chicago 
Office for Senior Citizens and Handicapped (which is also the area 
Office on Aging) by the Northeast Senior Information and Referral 
Service of Catholic Charities in Chicago. The Program is financed under 
Title III of the Oder Alnericans Act and provides two meals (one hot and 
one cold) five days a week to elderly and/or handicapped individuals who 
Iphilip W. Brickner. Home Health Care for the Aged. (New York: 
Appleton. Century and Crofts, 1978). 
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are unable to shop or cook and have no relative or friend to perform 
this service for them. The meals are only one of several services which 
are offered by the I & R office but the method of referral and in-take 
is done in a mostly categorical way. For example, the volume of clients 
calling or dropping in to the office on any given day is high and it is 
virtually impossible. ? ? ? ? ? ? the staffing of the office. for all 
applicants to receive comprehensive screening. Thus. the're is a quite 
understandaDle tendency on the part of the workers to focus on 
particular categories of needs and refer the applicant to a particular 
service, in much the same way as physicians are sometimes described as 
rushing to diagnose as soon as certain symptoms are described. Further, 
requests may be handled by several different workers because different 
workers specialize in particular services provided and also becaude all 
requests for services, Whether originating from a new or old client, are 
handled by the in-take worker Who is on call the day the request is 
placed. 
Thus, the manner of service delivery is quite different in the two 
groups. To a certain extent, one emphasizes volume and speed in 
matching needs with services, while the other focuses on long-term 
relationships built on careful and thorough initial assessments and 
continued mQnitoring. However. while it is useful to describe the types 
of services Which control group clients receive, it is important to 
point out that home health care services are not being compared to home 
delivered meals. The meals clients were chosen because they share 
important characteristics with experimental group clients as will be 
further demonstrated in Chapters 4 and 5. Rather, this study has 
attempted to determine the effects of the presence or absence of 
coordinated long term home health care services on disabled elderly. 
This is an important distinction which must be kept in mind by the 
reader. 
Study Questions 
Since the Five Hospital Program represents a new and different home 
care model. many questions exist regarding its potential 
effectiveness. The experience with OEO sponsored demonstration projects 
of the 60's has taught social scientists that good program evaluation 
should be built into the program structure from its very inception or as 
soon as feasible thereafter. 1 The author has been actively employed by 
the Program since Harcn. 1977 and worked with the Director and Program 
staff in discussing the goals of the Program and devising appropriate 
outcome measures. As a result of these discussions the following study 
questions were identified: 
A. Impact Questions: 
1. Do clients receiving the Five Hospital Program services 
experience less deterioration and more improvement in 
functioning according to a multi-dimensional assessment of 
client functioning than comparable persons who did not receive 
the Program services? 
2. Do clients Who receive the Program services undergo shorter 
and fewer repeated hospitalizations than similar persons who 
do not receive Program services? 
lCaro1 H. ? ? ? ? ? ? ? ? Evaluation Research: liethods for Assessing Program 
Effectiveness. (Englewood Cliffs. N.J.: Prentice Hall. 1972). 
3. Do clients Who receive the Program services remain at horne 
longer and experience a lower rate of institutionalization 
than similar personfl who do not receive Program services? 
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4. Do clients who receive Program services experience a lower 
mortality rate than similar persons who do not receive Program 
services? 
B. Utilization Questions: 
1. '''hicn Five Hospital clients are most intensive users of 
services by social and diagnostic characteristics? 
2. Which Program services or combination therof are used most 
intensively and at what rate .of program cost? 
3. Uhat is the average length of patient stay in the Program? 
4. What type of patient appears to benefit most from this type of 
Program and which least? 
In specifying these evaluation questions, it was anticipated that 
data which could be used to answer them would also be generalizable to 
the larger issue of determining the efficacy and probable cost of 
expanded home care services to the total U.S. population of chronically 
impaired elderly. This type of information would appear to be useful in 
estimating the need for and planning for a continuum of long-term care 
services for this underserved population. Illustrative of this need is 
a statement from a recent conference of leaders in the long-term care 
field to the ? ? ? ? ? ? ? that: 
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"At the present time, the national data available on home health 
services cannot be used to provide even the most crude estimate of 
national programming efforts because of inconsistencies in defini-
tion, data collected and reporting periods. ,,1 
It is hoped that this study, which relies upon standardized instruments 
for ? ? ? ? ? collection, can contribute toward remedying this situation. 
1 Claire F. Ryder, "Basic Data Requirements for Home Health Care," 
Medical Care, 14:5, (May. 1976). p. 46. 
CHAPTER II 
OVERVIEW: HOME HEALTH CARE SERVICES IN THE UNITED STATES 
In order to provide appropriate background material relevant to 
this study, this Chapter is presented in three parts; 1. an overview of 
the historical development of Home Health Care services in the U.S., 2. 
barriers to access to home health care services implicit in the current 
funding and coordination of Home Health Care Services and 3. an overview 
of the critical policy related research questions which need to be 
addressed with respect to the potential benefits and costs of expanded 
Home Care Services. 
Home Health Care in the U.S. 
Home health care in the United States is not a new forfl of service 
delivery, but has evolved in such a way as to present a very fragmented 
picture today. Analysis of the current structure and historical deve-
lopment of home health services reveals that, in the United States, this 
care has developed along two separate and distinct service models. 
These models originated in the public health nursing programs and the 
voluntary social welfare organizations of the early 1900's and will be 
referred to as the Medical Model and the Social Services Model, respect-
ively. 
The Medical ? ? ? ? ? ? ? 18 
.This model originated in the Public Health/Visiting Nurse programs 
of the progressive era when nurses began making home visits to provide 
education and treatment to mothers of newborn children, and to sufferers 
of contagious diseases such as tuberculosis. l ,2 The purpose of the 
service was to reduce unnecessary morbidity and mortality of children 
due to poor child care practices and unsanitary living conditions and 
also to reduce the threat to the public health of the community at large 
from contagious disease. During the 1940's, hospital based home care 
programs were begun, most notably at Montefiore ilospital in New York 
City. The.purpose of this latter type of program was to shorten expen-
sive hospital stays by providing appropriate convalescent level nursing 
and personal care services to patients in their homes. 3,4 
Despite a plethora of descriptive articles in the literature which 
advocated expansion of hospital-based home health care services, accord-
ing to Rossman by the late 1960's not more than one hundred such 
programs had been established. 5 This lack of growth occurred despite 
the fact that there was widespread agreement on the soundness of the 
concept and official endorsement of the value of home health services by 
lRobert H. Bremner, From the Depths, (New York: New York 
University Press, 1956). 
2C•E•A• Winslow, The Evolution and Significance of the Modern 
Public Health Campaign, (New Haven: Yale University Press, 1923). 
3Minna Field and Bessie SchIess, "Extension of Medical Social 
Services Into the Home," Social Casework, (March 1948): 22-25. 
4Isadore Rossman, Saul D. Eger, and Martin Cherkasky, "The 
? ? ? ? ? ? ? ? ? of Cardiac Patients on a Home Care Program," Modern Concepts 




such prestigious and disparate groups as the American Nedica1 Associa-
tion and the American Public Health Association. The reason for this 
slow expansion is most likely attributable to the fact that these 
services were not included in most insurance plans and thus were not 
reimbursed by third-party payers. Proponents of home health care were 
successful. however. in engineering the inclusion of home health care 
benefits into Medicare (Title XVIII) and Medicaid (Title XIX) legis 1a-
tion in 1966. A new era for home care services appeared to be dawning 
but in fact did not transpire. As costs of in-patient acute medical 
care rose following the passage of Titles XVIII and XIX. home health 
care benefits quickly became subject to complex regulations designed to 
prevent over utilization. Chief among these regulatory obstacles cited 
by Trager and others were the fo110wing: 1• 2 
1. Under Part A of Medicare a patient must be hospitalized for a period 
of 3 days during the 2 weeks prior to admission to a Home Care 
Program and is limited to 100 HOr.le Care visits for that" benefit 
period. 
2'. Under Part B of Medicare: 
a. A patient is limited to 100 visits per calendar year. 
b. A patient must pay a deductible before receiving service if he 
has not yet done so for other "B" services during that year. 
Under both Parts A and B. patients are required to have prior certi-
fication from a physician that they require Home Care and they must also 
require "skilled nursing care. or physical or speech therapy." The 
skilled nursing requirement has been interpreted quite stringently by 
1U.S. Congress. Senate. Home Health Services in The United 
States: A Report to the Special Committee on Aging. by Brahna Trager. 
(Washington. D.C.: Government Printing Office. 1972). 
2U.S. Congress. Senate. Special Committee on Aging. Home Health 
Services in the Unites States: A Workin Paper on Current Status, 
Washington, D.C.: Government Printing Office. 1973 • 
fiscal intermediaries who review claims for payment. In many cases, 
home care agencies had no prior assurance that servic.es they provided 
would be reimbursed with the result that they accepted for third party 
payment only those patients who needed fairly sophisticated nursing 
care. 
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There is also a contradictory stipulation in the Medicare regula-
tions that patients who are eligible for this service be homebound but 
require the service only on a "part-time, intermittent basis," and that 
the goal of the care provided must be rehabilitative and therapeutic in 
nature. Home health aides under Medicare and Medicaid do not perform 
homemaker or housekeeping activities such as cleaning, meal preparation, 
shopping. escort service. or help with financial management. 
Programs organized according to the medical model provide services 
directly related to the Titles XVIII and XIX reimbursement criteria, 
i.e., skilled nursing care and home health aide services in the home for 
patients upon their discharge from hospitals following an acute episode 
of illness. Skilled nursing care entails catheter care, tube feedings, 
dressing changes, and injections. Home health aide services include 
feeding, bathing, exercise supervision, and/or "light cleaning in the 
1Dunediate vicinity of the patient," i.e., dusting the patient's night-
table. In general, programs developed according to this model provide 
episodic or short-term rather than long-term care. Under this model, 
two types of agencies have evolved. 
Hospital-based Programs 
These programs are generally sponsored by and located in a specific 
hospital and provide in-home skilled nursing and home ? ? ? ? ? ? ? aide ser-
vices to patients rlischarged from the same hospital. In these programs 
J 
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continuity of care is enhanced through the continuous involvement of the 
hospital-based referring physician and the ability to refer the patient 
back to the same hospital when his condition merits such a referral. 
The disadvantage of these programs lies in the fact that patients must 
be hospitalized before being referred for post discharge care at home. 
Because of this method of patient entry, these programs do not reach out 
to, nor do they attempt to maximize their potential for delivery of 
preventive services to non-hospitalized individuals residing in the 
community who are also in need of such services. 
Community-based Programs 
These programs also provide in-home skilled nursing care and home 
health aide services to patients following hospitalization. In contrast 
to the above, these programs, (notably Public Health nursing programs) 
provide some ? ? ? ? ? ? ? ? ? ? services to individuals in their communities·for 
assessment purposes but do not provide extensive services to these 
individuals because such service; are not reimbursable by third party 
payers. In addition, these programs do not provide their own physician 
services and often have difficulty maintaining a patient because physi-
cians will not make home visits or renew and up-date orders for patient 
care. 
Both the hospital and community-based home care programs described 
here are organized according to an acute ? ? ? ? ? ? ? ? care model. They 
provide services which are typified both by an intensity of skilled care 
and by a limitation in time to an acute episode of illness. This type 
of Home Care will hereafter be referred to as "traditional home health 
care' in the sense that it has become more widely established and reim-
bursed than its counterpart, the social service model of home care which 
is outlined below. 
The Social Services Hodel 
In contrast to the acute care orientation of the medical model. the 
social services model of home care services developed in voluntary 
social welfare agencies ahd was geared toward replacing and/or assisting 
an incapacitated adult caretaker. usually the mother, in such a way' that 
the negative ? ? ? ? ? ? ? of serious illness on family functioning could be 
reduced. To this end. social work counselling and supervised homemaker 
services were developed as services available within voluntary social 
welfare agencies. These subsequently became available on a vendor basis 
through pubiic welfare departments as publicly reimbursed social ser-
vices for incapacitated individuals or families who were income eligible 
for other public welfare benefits. These "personal" social services 
were also provided to clients of voluntary family service and child 
welfare organizations according to fee for service arrangements based on 
sliding scales which adjust for client income. 
Agencies which are organized according to tqe social services model 
provide household support'services geared to nurture and maintain an 
impaired individual in the horne without the requirement of prior hospit-
alization. Such agencies thus are community-based and provide home-
maker/home health aides whose functions include cleaning, laundry, 
shopping, meal preparation, escort services and financial management 
(bill paying, check cashing, etc.) These services are available on 
either a short or long term basis, depending on need. They are 
currently provided for the most part by voluntary social service 
agencies, ,by Departments of Public Welfare and/or by Area Offices on 
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Aging through contracts with vendor agencies. The ? ? ? ? ? ? ? ? ? ? to t.hese 
programs lies in their lack of medical personnel and services .. insofar 
as neither nursing, physician services. nor back-up facilities of 
hospitals are available through the agency directly. Thus, coordination 
and continuity of health care are not optimized. 
While services of this type have, in the past, been directed to 
families with young children. there is now a growing awareness of the 
need of chronically impaired elderly for services of this type on a 
part-time but consistent and long term basis. 1 Some funding for this 
type of :;ervice is available through Title III of the Older Americans 
Act and through the Title XX Amendment to the Social Security Act. 
However, expenditures for this type of ? ? ? ? ? ? ? ? vary according to state 
and thus are not available on a predictable basis nation-wide. Also 
expenditures for home delivered as opposed to institutional services 
have been quite small (see Table 1). Thus. even in states where the 
funding is made available, the numbers of people served are not large. 
Although publicly funded services are augmented by voluntary philan-
thropy it is felt that only a small portion of the ? ? ? ? ? ? ? ? for this 
service is met by the estimated 30,000 (1976) trained homemakers and 
home health aides in the U.S. 2 
1Ann R. Somers and F.H. Hoore: "Homemaker Services-Essential Option 
for the IUderly." Public Health Reports 91: 4. pp. 354-359. 
2Shei1a B. Kamerman and Alfred J. Kahn: Social Services in the 
United States, (Philadelphia: Temple University Press. 1976). 
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IThis category includes both Senior Centers for well elderly and 
in-hooe ? ? ? ? ? ? ? ? ? ? services for impaired elderly. Thus, the amount cited 
in column 2 overestimates the number of dollars actually spent on in-
? ? ? ? ? services. Figures for this figure were taken from U.S. Congress, 
Senate, Memorandum of the Special Committee on ? ? ? ? ? ? ? 12:1, (February 4, 
1980). 
25 Implications of the Dual Model System 
Funding as a Barrier to Access 
As can be seen from the foregoing, the fragmentation of both the 
delivery and funding of various types of home services into medical and 
social components has serious implications for the needs of a chroni-
cally impaired elderly population and presents serious barriers to 
appropriate utilization of these services by this group. 
The uncertainties of funding patterns in this area have been cited 
by many authors in the past decade, perhaps most notably by Brahna 
Trager. In her Congressional testimony ? ? ? ? ? ? ? ? with this issue, Trager 
charged that in 1971 less than one per cent of Medicare funds were being 
spent on home health care and that the number of home health care agen-
cies in this country had actually diminished since the passage of Medi-
care. 1 
In a recent article she and Ricker-Smith demonstrated strong corre-
lations between the initiation of narrow and uncertain Medicare skilled 
nursing ? ? ? ? ? care regulations in 1969-1972 and a concomitant drop both 
in overall levels of home care utilization in California and, more 
specifically, in the proportion of elderly clients served. 2 This 
finding suggests that an emphasis on skilled care skews home care 
services to a younger population suffering from acute vs. chronic 
ITrager, Brahna, Homemaker/Horne Health Aid Services in the United 
States. (DHEW Pub. No. HSM 73-6407), Washington, D.C.: U.S. Dept. of 
Health, Education and Welfare; Public Health Service, Health Services 
Administration, Bureau of Community Health Services, 1973. 
2Katherine Ricker-Smith and Brahna Trager, "In-Home Health Services 
in California: SOCle Lessons for National Health Insurance," Medical 
? ? ? 16:3, (March, 1978), pp. 173-190. 
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diseases. This finding is supported by evidence of sample specification 
problems encountered by previous studies of expanded home care. as will 
be demonstrated in the following chapter. 
Despite initial widespread confusion regarding the definition of 
skilled care. however. some stability has been achieved in recent years 
in Medicare reimbursed home health care through more uniform definition 
of this term. This stability has been accoapanied by a modest resur-
gence in numbers of Medicare certified agencies. However. spokespersons 
in the field still charge that home based services are reaching only a 
fraction of their potential clientele. particularly with regard to 
chronically impaired populations. 1 It is charged that traditional 
Medicare reimbursed programs do not provide services on a long term 
basis and that long term care in the U.S. is clearly biased in the 
direction of institutional care. despite the fact that community-based 
service options might be more appropriate and cost-effective. (Table 1. 
already cited clearly supports this view.) Further. it is currently 
estimated that. in addition to the 2.5 persons currently receiving care 
in institutions in the U.S •• another 3.4 million aged persons in the 
community are in need of home care because of chronic disease Which 
limits their capacity to perform activities of daily living. This 
amounts to 18% of the non-institutionalized population who require 
support on an open-ended basis. 2 
l U•S •• Department of Health. Education and Welfare, Home Health 
Care: A Report on the Regional Public Hearings. Sept. 20 - Oct. 1. 
1976. DHEW Publication No. 76-135. (Washington. D.C.: Government 
Printing Office, 1976). 
2Judith Lavor, "Long Term Home Care: A Challenge to Service 
Systems." Home Health Care Services Quarterly. 1:1, (Spring. 1979). pp. 
19-74. 
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In response to these criticisms, many public hearings have been 
held, task forces appointed, and bills drafted in the last decade, all 
of which have been concerned with expansion of Medicare reimbursed hOl'le 
health care benefits. 1,2 
Recommendations made by responsible critics vary widely, however, 
and in many. cases are mutually contradictory. For example, one ? ? ? ? ? ?
Task Force recommended the removal of the skilled nursing care require-
ment and a pooling of all Federal home care funds along with a uniform 
definition of care. This group also urged: 
1. Removal of the three day prior hospitalization requirement. 
2. Requirement of an expanded plan of treatment for home care 
patients with specified achievable goals. 
3. Removal of the artificial barrier between health and social 
f'eI'vices and inclusion of transportation and nutrition services 
and coordination mechanisms. 
In contrast, more recent recommendations made to Congress by the 
GAO recommended retention of the skilled nursing care requirement, while 
agreeing with the other recommendations cited above. 3 The GAO based its 
recommendations on findings from its survey of the well-being status of 
1600 elderly community residents of Cleveland. Using the same instru-
ment chosen for use in the study, the GAO found: 1. that cost of hOllle 
lU.S. Congress, Senate. Special Committee on Aging. Health Care 
for Older Americans: The Alternatives Issue, hearing before the Special 
Committee on Aging, 95th Congress 2nd Session, April 17, 1978. 
2U.S. Congress, Senate, Special Committee on Aging, Home Care 
Services for Older Americans: Planning for the Future. Hearings before 
the Special Committee on Aging. 96th Congress 1st Session. May 7 and 21. 
1979. 
Ju•s., General. Accounting Office. Comptroller Generalis Report to 
the ? ? ? ? ? ? ? ? ? ? Home Health Care--the Need for a National Policy to 
Better Provide for the Elderly. Report No. HRD-78-19. ? ? ? ? ? ? ? ? ? ? ? ? ? ?
D.C.: Covernment Printing Office, 1978). p. 24. 
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health care rises dramatically as a client's overall impairment level 
incr-eases. 2. that at all levels of impairment. costs ? ? ? informal 
supports services exceed those of formal agency services. and 3. for 
those elderly who are greatly to extremely impaired. the combined costs 
of informal and formal home-delivered services exceed those of institu-
tional costs (see Figure 1). 
While this ? ? ? ? ? ? ? analyzed costs of home-based care. it did not. 
however. address benefits of this type of care. nor did jt address 
issues of consumer and familY preference regarding locus of care. 'fuile 
benefits and preferences are admittedly difficult to measure. they are 
also legitimate concerns which should be acknowledged to be missing 
freom the analysis reported. 
In view of the many uncertainties associated with the expanded home 
care issue. there has been intense demand voiced by Congress for the 
Executive Branch to develop guidelines in this area. DHHS has been very 
cautious about malting such recommendations. however. citing a lack of 
information for planning and policy formulation. It should be noted 
that opinion in DHHS on this issue is so strong that the Department has 
risked and received censure from both houses of Congress for failing to 
produce the requested home health care guidelines. This prevailing 
state of confusion leads to the next section of this chapter; namely. an 
overview of the critical policy questions regarding long term home 
health care for which evaluation research is relevant. 
Policy-Relevant Research Issues 
Despite the concern cited above regarding the inequities of public 
funding for long term care and the barriers to care Which these funding 
FIGURE 1. 
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patterns create, there is not a great deal of reliable information 
available at the present time to assist policy-makers in the development 
of coherent, expanded, long-range policy options in this area. 
Proponents of the expansion of in-home services for chronically 
impaired elderly have ? ? ? ? ? ? ? that such expansion will be beneficial in 
at least one or a combination of the following ways: 
1. Such services will reduce the demand for and cost of long term 
institutional care, insofar as in-home services can substitute 
for or provide alternatives to the former. 
2. In-home services will reduce the inappropriate utilization of 
acute short-stay hospitals through the provision of more timely 
preventive and less expensive services. 
3. In-home services will improve the physical well-being of 
chronically impa'ired elderly through the provision of appro-
priate medical care to a population functionally prohibited 
from access to care of a consistent nature. 
4. In-home services will improve the contentment and/or mental 
health of chronically impaired elderly through the provision of 
maintenance services in familiar surroundings. 
5. Lastly, such services will reduce stress on the natural support 
of chronically impaired elderly by supplementing the efforts of 
these supports and thus preventing and/or delaying' their 
exhaustion. 
Unfortunately, as will be illustrated in the next chapter. previous 
evaluations of expanded hqme care programs have found ambiguous, if not , 
conflicting findings relevant to the above points. 
For example, with respect to the first outcome, institutionaliza-
tion, very little is currently known about the determinants of the 
institutionalization process, ? ? ? ? ? ? While a fair amount of empirical 
research has been done within the past few years regarding the charac-
teristics of individuals already residing in institutions and the atten-
dant costs of their care, not much is known about the process of 
decision-making which leads individuals to enter institutions. 
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For example. we know from the more recently cOr.lpleted National 
Nursing Home Survey that 1.3 million people resided in the U.S.'s 18.900 
nursing homes in 1976. 1 The average cost o.f care per resident per month 
was $689.00, and was primarily derived from Nedicaid funds (48%). 
Ninety percent of residents were white. 70 percent female. and 35 
percent were 85 years of age or older. More than 20% of residents were 
unable to bathe. dress, use the bathroom or move about without assist-
ance. 
The picture which emerges from these statistics is one of a quite 
elderly and impaired population. This picture is supported by Ziumter's 
retrospective analysis of characteristics of nursing home residents in 
Rochester, N.Y. in 1975. which reported a median age of residents of 81. 
the majority of whom were female, white. and widowed. 2 Reasons for 
admission included need for assistance with activities of daily living 
(90%) and either lack of a home or of supports in the home (90%). 
Looking beyond the long term care institution and making compari-
sons between its residents and the larger population of elderly in the 
community. Townsend has also ·reported that institutionalized elderly are 
·often older and more impaired with regard to social supports. 3 Specifi-
1U•S •• Department of Health. Education and Welfare, National Center 
for Health Statistics, The National NurSing Home Survey, Vital and 
Health Statistics. Series 13. Data from the National Health Survey; No. 
43, 1979. 
2James G. Zimmer. "Characteristics of Patients and Care Provided in 
Health-Related and Skilled Nursing Facilities," Nedical Care. 13:12 
(December. 1975). 
3peter Townsend. "The Effects of Family Structure on the Likelihood 
of Admission to an Institution in Old Age: The Application of a General 
Theory." in Social Structure and the Family. eds.. Ethel Shanas and 
Gordon F. Streib, (Englewood Cliffs: Prentice Hall, 1965). pp. 163-187. 
cally, a higher proportion of institutionalized elderly had never 32 
married or had either none or only one child. On average, residents 
also had fewer living siblings and those residents who had children 
tended to be more physically impaired. 
Recently, several studies have investigated the relationship 
between characteristics of clients of home care services vs. those of 
institutionalized persons. Smyer matched 66 clients aged 62 and older 
from horlle care and institional settings, on functional ability as rated 
by the Katz Activities of Daily Living Scale. 1 Discriminant analysis of 
this sample indicated that institutional residents were more likely than 
their community counterparts to bave bad previous contact with other 
service providers, to have less support available from family members, 
and to be more impaired in the areas of mental health and social 
resources. 
Brody ? ? ? ? ? ? ? ? ? ? ? found similar impoverishment in social supports among 
the 140 Nursing Home residents whom they compared to 46 home health care 
clients. 2 Again, individuals with comparable levels of ADL impairment 
were found in both service settings, with absence of spouse and children 
being the factor which most strongly differentiated between individuals 
in the two settings. 
Finally, in two of the most methodologically sophisticated studies 
of this issue completed to date. similar findings have emerged. 
1Michael A. Smyer, "The Differential Usage of Services by Impaired 
Elderly," Journal of Get'ontology, 35:2, 1980. pp. 249-255. 
2Stanley J. Brody, S. Walter Poulshock, and Carla F. Masciocchi, 
"The Family. Caring Unit: A .fajor Consideration 1n the Long-term Support 
System," The Gerontologist, 18:6, 1978, pp. ')56-561. 
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Vicente et al., have estimated the risk of institutionalization 
before death through a follow-up study of 521 persons during a ten year 
period (1965-1975)1 Of the 455 individuals on whom complete information 
was obtained. 39% entered a nursing home before death. with 15% having 
stays of six luonths or more (i.e •• long term). Multiple discriminant 
analysis positing institutionalization as a criterion variable revealed 
that persons of advanced age (75 years and older). who were unmarried, 
white. had inadequate income. and reported health problems at the 
beginning of the study were at higher risk of undergoing admissions of a 
long term nature. Unfortunately. however. neither data on availability 
of living children, nor information on ADL status were collected. 
In a similar study. Greenberg and Ginn examined the characteristics 
of home health care, recipients (Na127) vs. institutionalized persons 
(N=139).2 One hundred ninety-six subjects randomly selected from both 
groups, were used to estimate a placement function and observations of 
the remaining 70 were retained to validate the placement model. USing 
measures of socioeconomic status, social supports, family/client prefer-
ences. and major medical conditions and functional abilities as ? ? ? ? ? ? ? ?
dent variables. the authors found that those variables significantly 
related to institutional placement were clients' ability to take medica-
tions. ADt functioning. preferences for institutional care. total number 
of physical impairments and family preferences for locus of care. This 
lLeticia Vincente. James A. Wiley. and 
Risk of Institutionalization Before Death." 
1979. pp. 361-367. 
R. Allen Carrington. "The 
The Gerontologist. 19:4. 
2 Jay N. Greenberg ,and Anna Ginn. "A Multivariate Analysis of the 
Predictors of Long-Term Care Placement". Home Health Care Services 
Quarterly. 1:1 (Spring. 1979).pp. 75-99. 
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equation explained 68% of the variance in the sample. t-lhen used in a 
discriminant function analysis to estimate placement of the remaining 
cases. not originally used to derive the model. 81% of these were 
properly classified. The authors conclude that clients' decision 
processes regarding nursing home admission are not random but need to be 
more fully explored and understood before statements can be ma4e about 
the substitution of one type of service for another. 
Unfortunately. as the foregoing review demonstrates. few 
prospective studies apart from Vicente's have been done.regarding deter-
minants of institutional care. The decision to enter an institution 
together with the early experience of institutionalization. may produce 
changes in people which were not present in these ,same individuals when 
they resided in their homes. Thus the external validity or generaliza-
bility of findings from studies of institutionalized subjects to 
community residents may be very questionable. 
The purpose of dwelling at some length on this example is to 
provide some insight into the complexity of just one of the five 
benefits most frequently cited by expanded home care services 
advocates. As mentioned ? ? ? ? ? ? ? ? ? previous research investigating these 
benefits will be addressed in more detail in the chapter to follow. 
In addition to questions regarding the beneficial effects of 
expanded home care services. however. additional questions must be 
addressed regarding the potential negative effects of these services. 
For example. at the present time issues concerning which insufficient 
evidence for policy decisions exists include but are not limited to the 
following: 
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1. The size and characteristics of the potential target population 
2. The probable utilization of services by this population 
including service frequency. duration and cost. 
3. The effect of such services on: 
a. client functioning 
b. clients' utilization of other customary sources of care -
i.e •• acute care hospitals and long term care institutions. 
c. Patterns of care provided by informal supports 
4. The assurance of quality of care through the development of 
uniform recording. reporting and monitoring of care 
5. The optimal types of organizational structures for the delivery 
of such services. 
As Morris and Dunlop have pointed out in recent publications it is 
imperative that some consensus about these issues be reached before a 
commitment is made by the federal government to expand reimbursement for 
home delivered services, since premature expansion and attendant regula-
tions would only serve to exacerbate an already chaotic situation. 1• 2 
Through addressing issues one through three above. this study has 
sought to discover ? ? ? ? ? ? ? ? a local voluntary organization can provide 
comprehensive yet individualized services to the frail elderly which 
will positively affect their functional status. while simultaniously 
decreasing their consumption of other health services. rate of 
1 Robert Morris. "Designing Care for the Long-Term Patient: How 
Much Change is Necessary in the Pattern of Health Provision?" Atnerican 
Journal of Public Health, ..10:5, ? ? ? ? ? ? ? 1980), pp. 471 & 472. 
2Burton D. Dunlop. "Community: Expanded Home-based Care for the 
Impa:f,red Elderly: Solution or Pipe Dream?". American Journal of Public 
Health, 70:5, (May, 1980) pp. 514-519. 
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institutionalization, and death. It also seeks to discover the costs of 
such services, as well as the most commonly used and the most beneficial 
service elements in order to translate and generalize from this unique 
program model to other settings. As LaVor has stated well in a masterly 
presentation of the current long term care policy dilemma, the question 
to be answered is not home care vs. institutional care, but what type of 
care is appropriate with what mix of services for a particular client at 
a particular point in time and in the progression of her or his disease, 
in the most normative or least restrictive environment possible. l The 
present research will yield information on those individuals most 
reponsive to home care services as an intervention strategy, along with 
information regarding attendant costs, and potential replicability of 
such service on a wider scale. 
lLavor. "Long Term Care and Home Health Care: A Challenge to 
Service Systems." p. 71. 
CHAPTER III 
EVALUATION RESEARCH AND ITS APPLICATION IN THE FIELD OF 
Hmm HEALTH CARE 
Given the substantial amount of literature which has been produced 
in the recent past concerning both evaluation research and its applica-
tion in the specific area of home health care, this Chapter first 
presents a brief overview af the evaluation research literature 
summarizing major trends. The second section focusses on previous 
evaluations of home care demonstrations in the literature in an attempt 
to place this particular study into an historical and theoretical 
context for the reader. 
I. Evaluation Research 
Evaluative research has been defined by Suchman as "the utilization 
of scientific research methods and techniques for the purpose of ? ? ? ? ? ?
. . 1 an evaluation, or judgment of worth. It is a relatively new discipline 
which emerged from the great wave of social experimentation conducted 
under the rubric of Great Society progressive legislation of the 
1960's. At that time, large sums of money were spent on ameliorative 
? ? ? ? ? ? ? programs and attempts were made to discover (1) whether the 
programs had A beneficial effect and (2) the magnitude of the effect. 
Unfortunately, unambiguous responses to both questions were fliscovered 
lEdward A. Suchman, "Evaluative Research", (New York: Russell Sage 
Foundation, 1967), p. 20. 
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to be few and far ? ? ? ? ? ? ? ? ? ? ? This apparent failure of scientific method 
to detect positive social change in turn caused a great deal of academic 
debate during the next two decades. The body of literature spawned by 
this debate is quite large and because of space and time constraints, 
only a representative portion of that literature will be discussed 
here. For purposes of simplicity, the literature may be described as 
spanning an underlying continuum which ranges from the quantitative or 
summative school of thought to the qualitative or formative school. 1 
Basically, the debate in the literature between these two scho.ols have 
been concerned with: 
1. The need for unambiguous findings which can clearly demonstrate 
that a programmatic cause has effected client change. This has 
also ? ? ? ? ? described as a concern for "internal validity" and is 
associated with those "quantitative" proponents who feel that 
randomized ? ? ? ? ? ? ? ? ? ? ? ? ? trials of new programs are generally to 
be preferred when and where possible. 
2. The need for information regarding program implementation and 
rep1icability. This often is referred to as a concern for 
external validity and is considered to be of paramount 
importance by qualitative evaluation proponents. 
As one ? ? ? ? ? ? ? earlier writers in the field, Suchman espoused both 
quantitative and qualitative causes when he proposed his original five 
categories of criteria according to which programs should be evaluated 
in 1967. These were: 
lWilliam J. Fllstead, "Qualitative Methods: A Needed Perspective 
in Evaluation Research," in Qualitative and Quantitative Methods in 
Evaluation Research, ed. Thomas D. Cook and Charles S. Reichardt 
(Beverly Hills: Sage Publications. year?). pp. 37 and 38. 
1. effort 39 
2. performance 
3. adequacy of performance 
4. efficiency 
5. process 
_ Suchman primarily viewed evaluation research as the application of 
rigorous scientific methods of inquiry to field settings for. the purpose 
of discovering whether and under what conditions new programs benefited 
their targeted clientele. ? ? ? was concerned not only with program -
effects, however, but also with program implementation and process. He 
pointed out that even unambiguous findings regarding program failure or 
success are insufficient for policy decisions since information regard-
ing the level of effort involved in a program is also required. For 
example, a program might fail in reaching its goal because it was under-
funded and understaffed and could therefore not produce sufficient units 
of service to its-clientele to affect outcomes. Conversely, unequivo-
cally beneficial program effects could be demonstrated to have occurred 
yet at such a prohibitive operating expense and with such an inefficient 
deployment of manpower that replication of the program on a wide scale 
would be considered impractical. 
Suchman's concern for unambiguous interpretations regarding the 
effectiveness of social programs were shared by Campbell, who, in parti-
cular, contributed the distinction between internal and external valid-
ity to the literature. l Campbell's main concern was that internal 
IDonald T. Campbell and Stanley, J.C.,- Experimental and Quasi-
Experimental Designs for Research. (Chicago: Rand McNally, 1963). 
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validi ty or "causal inference," regarding program ef fect be maximi7.ed in 
field settin·gs through the applica!:ion ? ? ? rigorous randomized research 
designs. He explicated different threats and combinations of threats to 
internal validity which were embodied in various non-randomized or 
quasi-experimental designs and strove to develop new combinations of 
these designs, such as the the interupted time series and regression 
discontinuity designs, as strategies to strengthen the interpretability 
of findings from quasi-experimental studies. 
A second and equally important contribution of Campbell '.s was his 
emphasiS on supplegentcry research to rule out confounding rival causal 
hypotheses which often are associated with quasi-experimental designs. 
Here, Campbell suggested that ? ? ? ? ? ? ? than despair because of the 
presence of these competing interpretations, the researcher should 
attempt to collect supplementary data and/or conduct supplementary 
analyses in order to systematically assess and rank the plausibility of 
each rival interpretation of his or her findings. l 
Campbell's concern for buttressing the causal inference of the 
quasi-experiment was further developed in his subsequent work with 
Cook. 2 Their work on quasi-experimentation expanded the concept of 
validity to include construct, statistical conclusion, internal and 
external validity. They also further delineated threats to internal 
validity associated with differing quasi-experimental designs, and 
specified various statistical analyses appropriate for different types 
of designs. 
2'rhomas D. Cook and Donald T. Campbell, Quasi-Experimentation, 
(Chicago: Rand McNally, 1979). 
Also of note with regard to the quantitative school of evaluative 
research. is the work of Riecken and Boruch who take exception to the 
popular view that it is impractical and/or impossible to mount 
randomized designs in many field settings because of lack of unde,r-
, standing and appreciation of the worth of such designs by program 
administrators. 1 In response to such folk-wisdom. Riecken and Boruch 
cite several instances of successful randomization and strategies for 
achieving the same as unobtrusively as possible. They also point out 
that quasi-experiments generally tend to underestimate program 
effectiveness and that awareness of this bias might persuade more 
administrators to approve the use of random ? ? ? ? ? ? ? ? ? ? ? ?
In contrast to the above. the qualitative school of evaluation 
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research places major emphasis on describing the content of a treatment. 
and the context in which it was applied. TIley contend that without a 
thorough understanding of these factors. it will be impossible to 
successfully understand or replicate the treatment elsewhere. 
Qualitative proponents ? ? ? ? ? ? that the very selection of neasures in 
any "scientific" experiment is value-laden and thereby biased. They 
also point out that the use of randomization can diminish the external 
validity of findings. in that the agencies and/or subjects who are 
willing to submit to ra'ndom assignment wil be atypical in unknown ways 
from the universe of interest. 2 A further issue of concern to qualita-
tive adherents is that most measures used in social experiments are 
IHenry 1#. Riecken and Robert F. Boruch. eds •• Social 
Experimentation. (New York: Academic Press. 1974). 
2Gene V. Glass and Frederick S. Elliott. Jr.) "Evaluation 
Research." in Annual Review of Psychology, eds •• Mark R. Rosenzweig and 
Lyman W. Porter (Palo Alto: Annual Reviews Inc.). Vol 31. 1980. 
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reactive and may tend to confound or obscure the real dynamics of the 
treatment. By this they mean that subjects may respond in certain ways 
because of the ? ? ? ? ? ? ? ? ? ? ? ? ? being used. rather than because of the 
treatment. Because of these concerns, proponents of this school 
advocate research designs which can range from "investigative 
journalisin" and ethnographic studies to one group post test only designs 
or use of archival data. 1 
A final criticism raised by this group. and one which is also of 
concern generally to most researchers, is the timeliness of research 
results as aids to policy decisions. In view of the long time-frame 
usually required by most traditional experimental studies which often 
utilize pilot phases and pre-posttest measures, critics charge that most 
important political or programmatic decisions often take place before 
evaluations are concluded and before evidence from rigorous experimenta-
tion is available. However, in response to this latter criticism Cook 
and Campbell observe that it is better to validly assess both positive 
and negative aspects of programs and to delay the wide scale initiation 
of social programs than to invalidly attribute benefits and initiate 
programs on a wide scale which may at best be ineffective and at worst 
have harmful effects which previously tolere unanticipated. Recognizing 
that "some ways of increasing one level of validity will probably 
decrease another level," Cook and Campbell, argue for maximtzation of 
internal validity in evaluative research designs when and where trade-
offs ? ? ? ? ? be made. 2 The problem of external validity is. they feel, 
lk. E. Stake, "The Case Study Method in Social Inquiry," 
Educational ReRearch, (1978): 5-8. 
2Cook and Campbell, p. 84. 
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best addressed through consecutive replication of the study findings by 
independent investigators. 
In sum, most scholars in the field agree that both the quantitative 
and qualitative schools of thought present legitimate concerns and that 
the best examples of evaluative research should attempt to include 
elements of both philosophies. l Therefore, an attempt has been made in 
thls study to enhance and supplement quantitative data with qualitative 
data where possible. This emphasis will be further elaborated in 
Chapter 4 - The Study Design and Methodology. Before specifying the 
design of this study, however, it is important to critically review .the 
existing literature on home health care evaluations in light of the 
principles of evaluation research outlined above. 
II. Evaluation Studies in the Field of Home Health Care 
Previous investigations in general suggest that home health care 
has a beneficial effect upon patients, with some significant 
exceptions. For purposes of simplification, this section is divided 
into three parts. The first section presents those studies which 
evaluated the effect of traditional ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? home care 
programs providing skilled nursing care to patients following acute care 
hospitalization. The second section deals with studies of expanded Home 
Health Care programs (medical and social), and the third presents preli-
minary findings from studies of channeling programs. 
lCook and Campbell, p. 93. 
A. Evaluations of Traditional Home Care Programs 
Gerson et al. (1976) have reported two such studies of traditional 
home health care programs designed to reduce acute hospital length of 
stay. The first was a controlled clinical trial which compared outcoce 
measures of home care for 583 patients who underwent five surgical 
procedures and the second involved evaluating the effect of early 
discharge to home care on the return to role function of a group of 
patients (N-137) who were compared to patients remaining in the hospital 
for a conventional length of stay. Both studies utilized an experimen-
tal design with random aSSignment of subjects judged to require low 
intensity nursing care to experimental and control groups. The first 
study revealed no difference between the experilnental and control groups 
with reference to untoward events or clinical complications and the 
second ? ? ? ? ? ? ? ? ? a statistically significant early return to household 
activities among patients recovering from cholecystectomy and anal and 
rectal fistula procedures. Gerson et al. concluded that the substitu-
tion of home care for hosp.ital care in the diagn\)stic categories studied 
does not compromise clinical outcomes and may result in earlier return 
to normal functioning. 1,2 
Using a quasi-experimental design with a very small sample size, 
Bryant has matched by age and sex, 25 stroke patients, who applied to 
home care while hospitalized. to a second group receiving physical 
lLowell W. Gerson and John F. Collins. "A Randomized Controlled 
Trial of Home Care: Clinical Outcomes for Five Surgical Procedures," 
Canadian Journal of Surgery, Vol. 19, November 1976, pp. 519-523. 
2Lowell ? ? ? ? Gerson and A. F. Berry, "Psycho/Social Effects of Home 
Care: Results of a Randomized Controlled Trial," International Journal 
of Epidemiology. Vol. 5. No.2. 
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therapy only. and· to a third group recei.ving neither service. 1 She 
found that home care recipients had shorter hospital lengths .of stay. 
fewer readmissions for recurring stroke. greatly reduced costs of care. 
fewer deaths. and were able in hIgher rates to remain self-sufficient in 
the community. However, the limitations of the study design, including 
small sample size and matching by disease rather than by functional 
status at entry. compromise the internal validity of these findings. 
For example, different patients having the same diagnosis may be placed 
at different points on a severity index. It is thus possible that those 
patients who selected home care initially were less impaired than 
controls and that this difference between the two groups may more 
validly explain the differential outcomes observed. 
Mitchell also utilized a quasi-experimental design.with pre and 
post-test measures of functioning to compare health status outcomes for 
veterans placed in three settings following hospitalization -- home care 
(N=108), community-based Nursing Homes (N-123) and hospital-based 
Nursing Homes (N=87).2 Post-test measures after three months of treat-
ment revealed that patients placed in home care programs displayed 
greater mean improvement in functioning than patients placed in either 
of the otber two settings, holding prognosis and initial disability 
levels constant. Within each group differential rates of improvement 
were observed based on initial health status and prognoses of the 
patients at entry. She concluded tbat from tbe viewpoint of patient 
lNancy H. Bryant, Louise Candland. and Regina Loewenstein, 
"Comparison of Care and Cost Outcomes for Stroke Patients With and 
Withont, HOlae Care." Stroke. Vol. 5. January-February. 1974. 
2Janet B. Mitchell, "Patient Outcomes in Alternative Long Term Care 
Settings," Medical Care, 16, (1978), pp. 439-452. 
functioning, home health care is preferah1e where possih1e. 46 
Unfortunately her study sample is exclusively male, no average age is 
reported, and no data are reported on social characteristics or service 
utilization patterns of the study sample. 
B. Evaluations of Expanded Home Care Programs 
In 1971, B1enkner et a1. reported their controversial findings 
regarding the effects of protective casework services and home ·hea1th 
aide services to persons 60 years of age and older who were judged to be 
mentally impaired and in need of protective services. 1 Using an experi-
mental design with random assignment and repeated measures, they found 
that clients in the experimental group (N=76) experienced a significant-
ly higher rate of institutionalization and a lower rate of survival than 
the control group. Blenkner et a1. concluded that social workers were 
inclined to move at-risk patients in the experimental group into 
institutional settings more frequently than was observed in the control 
group and that this process of institutionalization caused higher death 
rates for this group than otherwise might have been experienced. 
However, there are major probiems associated with the interpretation of 
these findings. Only 50 per cent of the experimental group received 
home health aide service and there is no utilization data reported on 
the average amount or level of either the home aide or the casework 
service which was provided. Also, the fact that the study sample 
consisted of mentally impaired elderly only, leaves the question of the 
effect of services to phYSically impaired elderly unanswered. 
IMargaret B1enkner, Martin Bloom and Margaret Nielsen, "A Research 
and Demonstration Project of Protective Services," Social Casework, 
October 1971. pp. 483-499. 
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In 1972 Katz et al. evaluated the effect of Public Health visiting 
nurse service on functioning of patients 50 years and older following 
discharge from a chronic disease hospital. 1 Using an experimental 
design with random assignment and repeated measures. Katz's group found 
that there were ? ? ? significant differences in patient functioning 
between the two groups after two years but that when homogeneous sub-
groups were compared the experimental group scored significantly higher 
on rate of functioning. They also found an increased rate of 
hospitalization for the experimental group but a decreased rate of 
Nursing Home admissions. Katz. et ale also noted a dependency effect of 
decreased social interaction and increased house confinement which was 
observed among the oldest patlents in the experimental group. The mean 
age of the sample reported in this study was 72 and the study concerned 
the provision of one service. visiting nurse. rather than a coordinated 
team provision of services. His group does suggest. however. that 
nurses should delegate many supportive service taskes where maintenance 
of function is the goal to less highly trained new health personnel. and 
that coordination of services should be a critical function of the 
nurse. These recommendations have been implemented in the Five Hospital 
Program. 
In 1972 Nielsen. et ale reported on a sample of 100 patients 60 
? ? ? ? ? ? of age and older who were randomly assigned after acute care 
hospital discharge to either ? ? ? ? ? Health Aide Service (N-SO) or to 
ISidney Katz, et al. Effects of Continued Care: A Study of 
Chronic Illness in tJle-.rclme, DREW Publication #(HSM) 73-3010. December. 
1972. 
routine post-hospitalization ambulatory care (Na 50).1 
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The Home Health 
Aide Service tested was very similar to that being evaluated in the 
study described here and included personal care. housekeeping. shopping 
and escort services. Dependent variables were survival. contentment and 
rates of institutionalization. Both groups were interviewed in the 
hospital prior to discharge two weeks after discharge. six months later 
and one year ? ? ? ? ? ? ? Findings included no difference between the two 
groups regarding survival. a favorable increase in the degree of 
contentment of the experimental group and a statistically significant 
lower. rate of institutionalization for members of the experimental 
group. especially in those cases where a family member was available at 
night. Unfortunately. the sample size used in this study was rather 
small. The question of maintenance of function as a service outcome was 
not addressed. nor was the level of Home Care service utilization 
reported. The latter point is important because it is difficult to 
estimate the cost of this service. and hence its generalizability and 
replicability as a policy option. 
One of the more recent reports in the literature is that of 
Papsidero. et al.'s Chronic Disease Service Module Study at Michigan 
State University.2 Building on the Katz and Blenkner earlier methodo-
logy. and using random assignment with repeated measures, the authors 
compared 400 persons who received an expanded type of Home Care service 
("Module Service;; which is similar to the type of service to be examined 
IMargaret Nielsen, et al •• "Older Per.sons After Hospitalization: A 
Controlled Study of Home Aide Services," American Journal of Public 
Health, Vol. 62. No.8, August.· 1972. 
2Joseph A. Papsidero, ed., Chance for Change, (East Lansing: 
Michigan State University Press, 1979). 
in this study), to 400 persons who did not receive Module Service. 
? ? ? ?
Persons included in the study were 45 years of age and older who were 
either receiving care in selected ambulatory care facilities or were 
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about to be discharged from selected hospitals and who were judged to be 
in need of low-intensity home care assistance for at least three 
months. Outcome measures were hypothesized to be increased maintenance 
of physical, psychological, and social functioning in the experimental 
group. Rates of survival and utilization of Module and other health 
services were also measured. 
Both groups were examined·at time of entry, six months and twelve 
months later. Findings indicated that initial differences in activities 
of daily living functioning observed at six months among more disabled 
members of the experimental group were not maintained. At twelve 
months, findings indicated that younger persons and those who at entry 
were the least ill and disabled in the experimental group experienced 
significantly higher levels of satisfaction and morale than did similar 
persons in the control· group, while a non-beneficial effect on phYSical 
functioning in terms of mobility and activities of daily living was 
detected among persons in the experimental group who were initially very 
old and severely ill and had less potential for maintenance and improve-
ment of function at entry. The authors label this a "dependency" 
effect. The findings of a differential impact of services by age is 
significant. This finding suggests that further research on impact of 
expanded home care services for an older age group similar to the sample 
obtained this study is needed. 
? ? ? ? ? ? ? ? finding reported in this study which is of additional 
interest is the low intensity of services received by a majority of the 
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experimental sample. Although the purpose of this study was to examine 
the effects of long term home care on chronically disabled individuals, 
most experimental subjects in the study (66%) actually received service 
for less than 2 months. This finding may indicate sample misspecifica-
tion, i.e., the preponderance of younger and less disabled subjects in 
the sample could have substantially reduced the average demand for and 
reception to the experimental services of interest. This would serious-
ly jeopardize the external validity of the findings. 
Yet another ? ? ? ? ? ? of expanded Home Care services was commissioned 
recently by Congress under Section 222 of the 1974 Amendments to the 
Social Security Act. 1 This study was intended to resolve conflicting 
findings of previous studies of single demonstrations and to provide a 
definitive answer to the nursing home "alternatives". question. The 
study design was experimental, utilizing repeated measures and random 
assignment. It was conducted across six sites in the U.S. and consisted 
of the random assignment of patients to experimental and control groups 
in three study samples. 
The first sample (N=194 and 190) consisted of subjects recently 
discharged from acute care hospitals who received homemaker service in 
addition to traditional Home Care skilled services reimbursed under 
Medicare. The second group (N=317 and 323) consisted of subjects for 
whom a recent prior hospitalization was not required and who received 
day care services. The third (N=59 and 80) consisted of subjects who 
received both homemaker and day care services. 
lWilliam G. t-7eissert, Thomas T.H. Wan, and Barbara Livieratos, 
Effects and Costs of Day Care and Homemaker Services for the Chronically 
Ill: A Randomized Experiment, DHEW/NCHSR, Hyattsville, MD, 1979. 
Dependent variables included mortality and the following four 51 
functional status outcomes: ADL functioning. mental (cognitive) 
functioning. contentment. and level of activity. Findings included a 
statist.ically significant difference in mortality for all three groups. 
with the five most important predictors of survivorship in the homemaker 
group being primary diagnosis. in patient hospital days. non-hospital 
ambulatory care. skilled nursing facility use and hospital outpatient 
services. 
Significant differences observed in functional status among experi-
mentals included increased ADL functioning and activity level for the 
day care group. increased contentment for the homemaker sample. and 
better functioning according to all three variables for the combined day 
care and homemaker group. With regard to all three groups. however. 
multiple classification analysis which controlled for both explanatory 
and service utilization variables revealed that factors other than the 
use of the experimental services were more effective in explaining the 
variations in outcomes observed. Three of these non-experimental 
factors. namely; primary diagnosis. impairment prognosis, and number of 
inpatient hospital days were significant predictors across all four 
outcome measures. In sum, Wan et ale concluded that: 
1. outcomes 1-4 of care were not only determined by the use of 
experimental services but were also affected by patients' 
diagnostic conditions and mental functioning ability prior to 
the study, 
2. that outcomes of care are also determined by utilization of 
other health services, 
3. that even and continuing use of experimental services can 
achieve maximum ADL benefits, and 
4. 52 that either day or homemaker services should be provided at 
varying levels of intensity for different1kinds of patients who 
are at high risk of institutionalization. 
The above findings are particularly relevant to this study insofar 
as they document benefits of the inclusion of ? ? ? ? ? ? ? ? ? service to home 
care patients who already meet the Medicare skilled nursing care 
requirement. However, what the Section 222 study does ? ? do, is 
predict what the benefits of coordinated home care services might be for 
older and chronically impaired individuals who do not meet the skilled 
care requirement, but rather need on-going maintenance. In addition, 
although the authors suggest that expanded (i.e. homemaker included) 
service be provided to individuals at high risk of institutionalization, 
they provide no information regarding the characteristics of such 
individuals. It is hoped that a study which posits institutionalization 
as a dependent variable will help to illuminate this latter point. 
C. Evaluation of Channelling Demonstrations 
In the past few years concern has been expressed that community-
based long term care is deficient not only because homemaker/chore 
services for clients are lacking, but also because ·Medicare-reimbursed 
home health services lack·needed case management and referral 
services. Since tbe chronically ill elderly usually suffer from 
multiple problems of a complex nature, critics of current publicly 
reimbursed serVices for the elderly in the U.S. charge that fragment a-
tion in funding and complex eligibility requirements for services create 
barrie.rs to access for those individuals who are simultaneously in 
IThomas T.H. Wan, William G. Weissert, and Barbara B. Livieratos, 
"Geriatric Day Care and Homemaker Services: An Experimental Study," 
Journal of Gerontology. Vol. 35, No.2, p. 272. 
greatest need and also least equipped to negotiate a complex service 
delivery system. 
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In response to these charges. a new delivery mechanism has been 
developed which has come to be known as the "channelling" of clients to 
an appropriate mix of health and social services. Four evaluations of 
channelling demonstrations have been conducted to date. and two national· 
trials of this initiative in community-based long term care have been 
launched recently by the Health Care Financing Administration. DHHS. and. 
by the Robert Wood Johnson Foundation. In most instances, channelling 
involves a single-entry system of care according to which a single 
agency assesses need for care. develops a comprehensive place of care, 
refers the client for services contained in this plan, and monitors on-
going client status and need for re-adjustment of the care plan. The 
single coordinating agency mayor may not control payment for 
services. However. the channelling agency is almost always divorced 
from the direct·provision of on-going service. This type of model and 
its evaluation are relevant to this study insofar as channelling repre-
sents a service delivery model which attempts to correct for fragmenta-
tion by interposing a coordinating bureaucracy between the client and 
the fragmented service agencies, whereas the Five Hospital Model 
attempts to provide coordination at the direct level of service 
provision. Thus, the evaluations of programs based on this model are 
both methodologically and substantively relevant to this study. 
As mentioned previously. four evaluations of channelling demonstra-
tions have appeared to date in the literature. Hodgson and Quinn have 
reported findings from a study of the first and oldest of these, Triage, 
Inc. of Connecticut. l Using Campbell's one group pretest-posttest 
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design the authors attempted to discern the impact of channelling 
services upon client morale, independent ? ? ? ? ? ? ? and cost of care. The 
sample consisted of 2128 elderly, 58% of whom were 75 years of age or 
older at pretest. Findings reported include" increased morale as" 
measured by client perception of health status, and a reduction of 25 to 
30% in rate of institutionalization for Triage clients who "had a high • 
risk health status which required ongoing specific community health 
services to remain at horne if such services were not reimbursable 
through the traditional system. ,,2 The authors also reported average 
program costs per client of $12.23 per day and claim that this cost is 
"not significantly greater than 'the cost of the limited set of services 
available within the traditional 11edicare system. ,,3 
The credibility of these findings is highly suspect. First, no 
control group was utilized to rule out confounding interpretations such 
as effects of history, selection. maturation. or testing to name but a 
few. Second. claims are made by the authors that positive differences 
in clients have been observed yet no statistics regarding the strength 
of these differences are reported and thus one is uncertain as to 
'whether these differences may have occurred through chance variation 
1Joseph H. Hodgson. Jr. and Joan L. Quinn, "The Impact of the 
Triage Health Care Delivery System upon Client Morale. Independent 
Living and the Cost of Care." The Gerontologist, Vol. 2, No.3, 1980, 
pp. 369-371. 
2Ibid •• p. 368 
3Ibid •• p. 369. 
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alone. Yet a third problem with these findings derives from the lack of 
specificity of operational definitions or criteria for outcome measures 
such as independent living and reduced cost. In sum. for such an 
ambitious demonstration project entailing substantial amounts of federal 
expenditures the results reported in this article are quite disappoint-
ing and tend to raise more questions than they answer. 
A second study reported recently is that of Eggert. et al., 
regarding the Monroe County Long Term Care ACCESS experiment in up-state 
New York. 1 Using a one group pretest-posttest design, the authors 
evaluated the outcomes of assessment. placement. and coordination of 
commmunity-based services for two samples of hospital (N ? ? 3430) and 
community referred elderly (N - 3021) after 24 months of service. 
Services were provided on a compulsory basis to adult Medicaid 
recipients and on a voluntary basis to "self-pay" (non-Medicaid 
eligible) ? ? ? ? ? ? ? "at risk of long term care." The authors hypothesized 
that the provision of this aervice would alleviate the ·'bottle neck" of 
patients waiting in acute care hospitals for long term care institu-
tional placement. They therefore chose as an outcome measure reduction 
of "alternate bed days" used by the study sample. They report a 19% 
increase in use of alternate bed days in the year after the initiation 
of the experiment but point out that this increase differs according to 
source of payment. Specifically. self-pay patients alternate bed days· 
increased by 25% while Medicaid bed days increased by 17%. The authors 
conclude that this differential finding of a lower rate of increase for 
lCerald M. Eggert. Joyce E. Bowlyow. and Carol W. Nichols. "Gaining 
Control fo the Long Term Care System: First Returns from the Access 
Experiment," The Gerontologist, Vol. 20, no. 3, 1980, pp. 356-363. 
Medicaid adults is attributable to the intervention of the ACCESS 
program. which allowed almost three times as many Medicaid (57%) as 
self-pay (20%) skilled-level patients to return to the cOl'lmunity during 
the study period. However. in the absence of a control ? ? ? ? ? ? ? ? ? ? group. 
this finding is subject to rival interpretations. The authors do not 
explain why the Medicaid alternate bed days increased at all. nor do 
they offer any interpretation of the increase of bed days for self-pay 
patients who ? ? ? ? ? were offered the Program services. 
This latter finding may imply differential use of Program services 
according to client payment source. In this case the generalizability 
of the treatment would be questionable if the majority of at risk self-
pay patients refuse to participate. The authors also compare Monroe 
County Medicaid expenditure increases during the study period with 
average New York State and neighboring County ? ? ? ? ? ? ? ? ? ? ? ? ? and claim 
that reduced expenditures were incurred in Monroe County as compared to 
the others. In the absence of trend or times series data which docu-
ments expenditures over longer periods of time, this finding also could 
have spurious implications; for example. Monroe County Medicaid expendi-
tures could have peaked earlier than those surrounding counties and thus 
a flattening of the curve could erroneously be interpreted as a 
decrease. The final results of the experiment are not yet in, 
however. Thus it is possible that some of these points may be clarified 
in future reports. 
The third evaluation of a channelling program is that reported by 
? ? ? ? ? ? ? ? ? ? ? ale concerning the Wisconsin Community Care Organization 
(C.C.O.) experiment. 1 The experiment entailed the procurement and 57 
coordination of health and social services for elderly and disabled 
Medicaid clients deemed to be at high risk of institutionalization and 
in need of ongoing maintenance services to prevent deterioration in 
health and social functioning. Although service was provided at three 
sites this report is based on the evaluation of the Milwaukee site 
only. The project was evaluated according to a randomized experimental 
design with repeated measures. Four months after the initiation of 
service delivery, new clients who were geographically eligible, Medicaid 
eligible. and who achieved a score of 20 or less on the Geriatric Func-
tional Rating Scale were assigned randomly on a t'lO to one basis to 
experimental (N = 283) and control (N = 134) conditions. Despite random 
assignment, however, experimental subjects were on average five years 
older than controls, (63 years old vs. 58, respectively) and were also 
more impaired in ADL functioning as measured by the OARS instruments 
than non-experimental clients. Also, 71 or 25% of experlmentals did not 
receive service for a variety of reasons ranging from refusal of service 
(N = II) to institutionalization (N = 13). Dependent outcome measures 
of interest were Medicaid costs, nursing home utilization, community 
living and mortality. Service utilization was also monitored with 
nutrition, transportation, home management, and personal care being 
reported as the most frequently used services. Despite statistically 
significant reductions of hospital and home health care costs, total 
Medicaid monthly mean costs for experimentals exceeded that for controls 
lRobert Applebaum, Frederick ? ? ? ? Seidl, and Carol D. Austin. "The 
Wisconsin Community Care Organization: Preliminary Findings from the 
Milwaukee Experiment," The Gerontologist, 20 (June 1980): 350-355. 
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by $4.62 ($330.04 vs. $325.42. respectively) when C.C.O. administrative 
costs were included. 
Nursing Home admissions ? ? ? ? ? ? analyzed first with the 71 no service 
clients included in experimental sample and secondly. with this group 
excluded. When the "71" were included no difference was observed 
between the rate of institutionalization for experimentals and controls. 
but when the 71 were excluded a reduction for experimentals was found. 
When total hospital and nursing home days were examined for experimen-
tals (minus the 71) and controls. a statistically significant reduction 
in hospital days and'a non-significant reduction in nursing home days 
were observed. No difference was reported in mortality fl)r the t\JO 
groups. The authors conclude that services provided reduced hospitali-
zation. but give no explanation regarding the differential attrition 
experienced by experimenta1s. This is unfortunate since the differen-
tial attrition affected outcomes substantially. The mean age of the 
study sample is also quite young (63 and 58) in view of the fact that 
the median age of residents of institutions Is 81. and this factor may 
explain why no significant differences in institutionalization rates. 
were observed. 1 
The fourth and last of the channelling demonstrations discussed in 
the literature is that of She1lie ? ? ? ? ? regarding preliminary findings 
from the Georgia Alternative Health Services Project. 2 The ARS Project 
l U•S •• Department' of Health. Education and Welfare. Public Health 
Service Office of Health Services. Research and Technology. National 
Center for Health Statistics. The National Nursing Home Survey: 1977 
Summary for the United States. Pubn. (PNS) 79-1794. p. 
2F• Albert Skellie and Ruth E. Coan. "Community-Based Long-Term Care and 
Mortality: Preliminary Findings of Georgia's Alternative Health 
Services Project." The Gerontologist. 20 (June. 1980): 372-379. 
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provides three different types and combinations of community-based long 
term care services to Medicaid eligible adults 50 years of age and older 
who meet the Georgia Medicaid criteria for nursing home care, and/or 
r.eside in a nursing home at pretest. The services are provided in 10 
rural and 7 urban counties in the state and consist of Alternate Living 
Services (foster home or congregate living), Adult Day Rehabilitation 
Services, and Home Delivered Services which were expanded to include 
medical transportation, home delivered meals, homemaker/chore services 
and medical social services. 
Prospective clients were screened for eligibility and then randomly 
assigned on a 3 to 1 basis to service (N 208) and non-service (N = 59) 
conditions. The typical participant was described as being a woman, 75 
years of age with less than 9 years of education. Dependent outcomes of 
service measures were specified to be costs, utilization of health 
serv:f.ces and effectiveness. Data on costs were to be obtained through 
review of project and other Medicaid billing records and from Medicare 
and Title XX service records. 
Effectiveness measures included mental states, morale, mobility, 
physical activities of living and instrumental activities of daily 
living. all five of which were to be measured at 6 month intervals. 
Preliminary findings reported after the first year of service 
include: 
1. Of the 3 possible services available, home delivered 
services were prescribed in the majority of instances, 
i.e., for 44% of experimental clients. 
2. An apparent difference was observed between experirnen-
tala and controls in use of regular Medicaid reimbursed 
services, with more experimental subjects receiving Home 
Care services and more controls using Nursing Home 
services. 
3. A statistically significant reduction in mortality was 
observed for experimentals (p < .• 05) after the first 
year of" service. This reduction was found to be 
greatest among those experimentals recommended for Home 
Delivered Services. who ,,,ere living with others at "the 
time of service entry and who were relatively more 
disabled. 
No differences in the use of Medicaid reimbursed home care and 
nursing home services by those subjects who died were found, but 
analysis of differences in Medicare reimbursed hospital utilization 
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which might also account for the differential mortality observed has not 
yet been "performed. The authors hypothesize that if differences in 
hospitalization are not observed. and if a minority of control subjects 
can be demonstrated to have received compensatory non-Medicaid reim-
bursed community based services. that the channelling treatment ? ? ? ? ? ? ? ? ?
as a supplement to informal client supports. will be indicated as the 
direct source of the lowered mortality rate of experimentals. 
This is a well-designed study which specified a priori risk 
conditions for its sample and which also has access to comprehensive 
expenditures data. It will take two or three years for final results 
from this study to be available, however. In the meantime. early 
returns appear to indicate that the types of comprehensive home care 
services evaluated in this study have a beneficial effect. 
As the foregoing review suggests. both evaluation research as a 
scientific aethod of inquiry and its application in the specific area of 
home care services. have undergone great changes in a relatively short 
time period. 
Evaluation research methodologists have posited a need for research 
deSigns which facilitate unambiguous causal inferences. This translates 
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into a preference for random assignment of subjects to experimental and 
control conditions where possible. and to multiple design strategies and 
awareness of rival causal hypotheses where randoD assignment is not 
possible. Methodologists also urge that evaluators. strive to capture 
both the content and context of treatments in order that replicability 
and theory development be enhanced. They thus stress that measurement 
of the implementation and effort that are expended on the provision of 
treatment be included in the research design. . \. 
As we can see from. the discussion of field applications of 
evaluation research in hODe care. all of these conditions are difficult 
to meet in a single field study. In addition. the application of 
research methodoology in this area is hampered by our rather limited 
theoretical base about 1) the process of aging itself and 2) the process 
of decision-making which leads one person to seek a particular type of 
care such as institutional care and yet another to resist it. 
In general. however. a few conclusions can be reached. In the 
majority of studies reviewed. clients who received home-delivered 
services expressed greater contentment. used hospitals less frequently. 
entered nursing homes less frequently and experienced a lower mortality 
. rate than either randomized or non-equivalent controls. On the other 
hand. home care recipients very seldoD improved in functional status 
compared to controls and in fact. older subjects often appeared to 
differentially deteriorate. While some authors label this a dependency 
effect. it could also be argued that this may be a relisnce effect; 
i.e •• that frail elderly have come to rely and depend upon a consistent 
source of home help and thus have ceased to struggle to do certain 
things for themselves. This question of dependency is relevant 
to this study which is unique in that the sample is very elderly and 
disabled at pretest. 
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Also of note are the seemingly paradoxical findings reported across 
studies regarding rates of institutionalization observed. One of the 
underlying problems here may very well be related to sample mis-
specification. As we have noted earlier. several studies have attempted 
to demonstrate a causal relationship between the provision of comprehen-
sive home delivered services ? ? ? ? the reduction of institutionalization 
for rather young subjects who are not greatly disabled. Given the 
median age of 85 of current residents of institutions. it is not very 
surprising that these studies find little impact of treatment on the 
dependent variable of interest. When viewed in historical perspective. 
however. it appears that this problem of misspecification is beginning 
to receive attention and that more efforts are being made both to 
operationally define risk of institutionalization and to ? ? ? ? ? ? ? services 
to those who best meet the definition. 
In conclusion. it was anticipated that this particular study would 
supplement the effort of previous investigators insofar as it examines 
both the service experience and outcomes of the delivery of comprehen-
sive. coordinated home health and social services to a small but very 
elderly and seriously impaired population. 
CHAPTER IV 
DESIGN AND METHODOLOGY 
Logic of Approach 
The design of this study was influenced by several important consi-
derations. four of which were unique to the Program being studied and 
two of which are more generic evaluation research concerns. 
"lith respect to the first four considerations. those same charac-
teristics of the Five Hospital Program which rendered it interesting 
from a policy research perspective, also complicated the formulation of 
an adequate evaluative research design. Specifically. the Program is 
unusual in the following four respects. 
1. The advanced age of its clients. This would only 
increase over time and. given the deterioration in 
functioning which accompanies advanced age, could 
potentially suppress treatment effects. 
2. The multiple and chronic nature of the clients' 
physical impairments. These, for the most part. 
could not be ? ? ? ? ? ? ? ? ? ? ? ? to be reversible, but. 
conversely could be anticipated to increase in 
severity over time. 
3. The multiple service components offered by the 
Program. These meant that effects of treatment 
might be observed in more areas than physical 
health alone. 
4. The long term nature of the services. This 
necessitated a reasonably long time lapse before 
assessment of service outcomes. 
While these four points were unique to the Program under study. the 
next two considerations were more generalizable evaluation research 
issues. First. it was necessary to identify some type of comparison 
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group which did not receive expanded home care services for study. since 
effects of history. maturation. and testing could only be controlled 
through the use of an experimental. or quasi-experimental design. 
Secondly. in view of the value of including data of both summative and 
formative types in the evaluation of programs. it was impo.rtant to 
address both service outcomes and service utilization issues in this 
study. Accordingly. the questions of interest were specified as fo1-
lows: 
A. Outcome Questions 
1) Do patients receiving the Program services experience less 
deterioration and/or more improvement in functioning according 
to a multidimensional assessment of functioning than those 
persons who do not receive the Program services? 
2) Do patients who receive the Program services undergo fewer and 
shorter hospitalizations than similar persons uho do not re-
ceive Program services? 
3) Do patients who receive the Program services remain at home 
longer and experience a lower rate of institutionalization than 
similar persons who do not receive Program services? 
4) Do patients who receive the Program services have a higher 
survival rate than similar persons who do not receive Program 
services? 
1./ 
5) Do patients who receive the Program services experience-higher 
rates of life satisfaction than similar persons who do not 
receive Program services? 
B. Service Utilization Questions: 
1) Which Program-clientele are the most intensive users of servi-
ces according to social and diagnostic characteristics? 
2) Is. _t:here a difference between "young-old" (60-75) Program users 
and "old-old" (75 and over) by social and disease characteris-
tics and by utilization patterns? 
3) Which Program services or combination thereof are used ? ? ? ? ?
intensively and at what level? 
4) What is the average length of patient stay in the Program? 
5) 'fuat is the average patient cost of such services during the 
study period? 
Research Design 
In order to answer the two sets of questions outlined above. a 
quasi-experimental research design was used. The possibility of random 
assignment of newly accepted clients to treatment and control conditions 
was discussed with the Program Director. However. since the Program ,,,as 
new, had no existing waiting list of service applicants. and had the 
existing staff capacity to treat all accepted applicants, random assign-
ment to treatment and non-treatment conditions was not possible. Addi-
tionally. the target population of the Program was specified to consist 
of isolated. homebound. and underserved elderly persons. These charac-
teristics describe a population which is by definition "hard to reach" 
and therefore not easily identifiable in sufficient numbers for service 
purposes alone. 
Therefore. in order to ? ? ? ? ? ? ? ? the three sets of questions described 
above. as well as to address the unique characteristics of the Program. 
the following two dimensional research strategy was employed. First .• in 
order to address the outcome questions. a quasi-experimental design with 
a non-equivalent control group was used. 1 Specifically. data were 
collected on five dimensions of functioning (social. econogic. mental 
health. physical health and activities of daily living) of an experimen-
tal group of 122 consecutively accepted clients of the Five Hospital 
IThn terms "quasi-experimental" and "non-equivalent" are used by 
Cook and Campbell to describe experimf)n.tal studies in which random 
assignment of subjects to experimental and control groups is not 
possible. in Quasi-Experimentation, (Chicago: Rand McNally. 1979). 
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Program. The DukelOARS Multidimensional Functional Assessment Question-
naire (OMFAQ) was used to collect these data at the time of entry into 
the Program and nine months late·c. Comparable data were collected on a 
non-equivalent control group of 123 persons also over 60 years of age in 
an area of Chicago just north of the Five Hospital's catchment area. 
This control group also consisted of elderly homebound persons who 
consecutively applied for and were accepted for city-sponsored home 
delivered meals but who did not receive on-going coordinated, comprehen-
sive home care servic.es because such services were not available in 
their community. (Admission criteria for both groups are outlin.ed in 
more detail in Table 2.) Additional data were also collected on both 
groups' other outcome measures of interest including death, hospitali-
zation and institutionall-zation rates. 
Secondly, data on the level of utilization of services were col-
lected for subjects in both groups in order to: 
1. discern whether in fact an anticipated differential 
reception of treatment by the two groups occurred. 
2. reduce the possible threat to internal validity 
deriving from compensatory treatment received by 
controls, and 




As mentioned earlier. the Duke/OARS Multidimensional Functional 
Assessment Questionnaire (OMFAQ) was chosen for use in this study. A 
copy of the instrument is located for reference in the Appendix. This 
instrument was chosen because it was originally developed specifically 
TABLE 2 67 . 
CONPARISON OF CRITERIA )lOR ADMISSION TO 
FIVE HOSPITAL AND MOSCH 
(EXPERIMENTAL AND CONTROL GROUP) PROGRAMS 
Admission Criteria 
EXP 
1. Age 60 years and older. 
2. Residence in geographical area 
served (Lincoln Park/ Lakeview). 
3. Homeboundedness (extreme diffi-
culty in procuring treatment on 
an ambulatory basis because of 
the presence of medical. psychi-
atric and/or architectural 
impediments. 
4. Not in need of twenty-four hour 
supervision in the absence of an 
informal caretaker. 
5. Medically underserved. 
. 6. In need of both medical and 
social services. 
CONTROL 
1. Age 60 years and older. 
2. Residence in area just north 
of Lincoln Park-Lakeview. 
3. Unable to shop and prepare 
meals because of medical and/ 
or psychiatric reasons. 
4. Lacking in informal supports 
who are able to prepare 
meals. 
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to measure several domains of functioning of elderly persons and has 
been used widely in previous gerontological research. 1 The instrument 
has been described by its designers at the Duke University Center for 
the Study of Aging and Human Development as being useful for several 
different purposes. These include: 
1. use as a clinical assessment instrument to obtain a 
systematic comprehensive overview of client func-
tioning 
2. use in epidemiologic survey research to distinguish 
well from impaired elderly. and 
3. use in evaluation research to observe and measure 
impact of services on client functioning. 
As mentioned earlier. since the sample for this study consisted of 
elderly persons suffering from a combination of more than one ? ? ? ? ? ? ? ?
disease. disease outcomes or cures were not anticipated to be realistic 
measures of beneficial service outcomes. Additionally. since disease 
categories usually capture the presence or absence of disease but do not 
posit a person's placement on a continuum of disease severity. it was 
felt that functional status measures were more appropriate measures of 
outcome. and that within this context differential decline in functional 
status or a "dependency.effect" would be of greatest interest. Also. 
since the experimental Program provided comprehensive services to its 
clientele. an instrument which measured several different domains of 
functioning was considered to be most appropriate. Both the PACE and 
ISee. for example. the numerous G.A.O. reports from their Survey of 
the Well-being Status of Elderly in Cleveland. Ohio. The instrument was 
also used by Solem and Garrick et al. in their study of the outcomes of 
community-based care systems ? ? ? ? ? ? ? functionally disabled in Washington 
State (1979). and by Smyer in the study already cited in Chapter 2. 
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the Pennsylvania Domiciliary Care assessment instruments also were 
considered for use in this study. HO\>7ever, the PACE lacks instrumental 
Activities of Daily Living items and both the PACE and the Pennsylvania 
Domiciliary Care questionnaires lack summative ratings. 
The otWAQ instrument measures functional status in the areas of 
social resources, economic resources, mental health, physical health and 
activities of daily living. Upon completion of the questionnaire, a 
summative score for each of these five functional dimensions can be 
assigned by the interviewer, according to specific definitions. The 
scores are based upon subjects' responses and/or responses of respon-
sible informants, defined as adults over 18 years of age who are either 
related to or know the subject very well. The scores also reflect the 
interviewer's assessment of the subject's behavior during the interview 
as well as the ·interviewer's perception of the client and/or informant's 
reliability. 1 The scores for each dimension range from a one, 
indicating excellent functioning to a six. which indicates total 
impairment. In addition, a community services section of the 
questionnaire reviews each subject's reception of different types of 
services, judged to be generic services required by long term care 
patients, during the six month time period prior to the interview. 
These items include the source of service (informal vs. formal). the 
lQuestions aslted of subjects and informants are located in 
different parts of the questionnaire and are identifiable. They thus 
can be analyzed separately to avoid the confounding of differing 
viewpoints and possible ensuing measurement error. 
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durat·lon of service, and the subject's perceived need for that type of 
service. in the future. 1,2 Although no scoring is available for this set 
of quesi:ions it is possible to analyze changes in community services 
utilization for clients over time 1n relation to their identified need 
for service at pretest. 
It is w,?rth noting that parts of the OHFAQ instrument have been 
derived from other instruments either in part .. or totally. For example. 
the instruoent includes Kahn's Short Portable Mental Status Question-
naire. part of the Neugarten. Havighurst. and Tobin Life Satisfaction 
Index, and modified versiQns of the Lawton and Brody Instrumental and 
Physical Activities of Daily Living 1nstruments. 3,4.5 In the most 
recent study of its validity. ratings based on responses of 33 subjects 
to economic, mental health. physical health. and ADL items on the Ol1FAQ 
were compared to ? ? ? ? ? ? ratings made·by appropriate clinical interviewers 
who did not use the items; namely. geropsychiatrists. physicians' 
ISince this instrument was used at posttest in this study after a 
nine month time period. questions were modified at post test to reflect 
this change. All questions ? ? ? ? ? ? at pretest referred to services in the 
previous six months. at posttest referred to the previous nine months. 
2Eric Pfeffer. "Generic Services for th Long-Term Care Patient." 
Medical Care. 15:5. Supplement (May. 1976). pp. 160-163. 
3Robert Kahn. Alvin Goldfarb. 11ax·Pollack. and Arthur Peck.· "Brief 
Objective Measures for the Determination of Mental Status in the Aged." 
American Journal of Psychiatry. (October. ). pp. 326-328. 
4Bernice L. Neugarten. Robert J. Havighurst, ans Sheldon S. Tobin. 
"The Measurement of Life Satisfaction." Journal of Gerontology, 16:2, 
(April, 1961). 
5H• Powell Lawton and Elaine Brody, "Assessment of Older People: 
Self Maintaining and Instrumental Activities of Daily Living," American 
Journal of Psychiatry. (1969). pp. 179-186. 
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associates, and physical therapists. 1 Comparisons of OHFAQ economic 
ratings were made with findings from another economic resources scale. 
Spearman rank order and Kendall's tau correlations obtained between the 
? ? ? ? ? rating sources can be seen .in Table 3. They range from a low of .60 
and .67 on mental health to a high of .83 and .89 on ADL. and in all 
four areas reveal statistically significant levels of agreement. The 
authors of this study conclude that the OUFAQ has criterion validity but 
that more research on the structure of the questionnaire using cluster 
analysiS is needed. 
With respect to reliability. the same study reports inter-rater 
reliability findings from a saQple of eleven raters. composed of 5 
researchers and 6 clinicians in 9 states. All raters were asked to rate 
.30 of the interviews included in the validity study. The intra-class 
correlation coefficients which the authors derived from an analysis of 
variance performed for each of the five scales are presented in Table 
4. The coefficients range from a low of .662 for physical ? ? ? ? ? ? ? to a 
high of .865 on ADL. with all correlations achieving signiftcance at 
p < .001. Intra-rater reliability studies on the OHFAQ have not been 
done and test re-test stadies have been done only on its precursor the 
CSQ (Community Survey Questionaire) which was also developed at Duke. 
Repeated administration of the CSQ to the same subjects over an average 
interval of five weeks revealed that 95% of items were answered on both 
occasions, with 92% of the answers being identical. Those changes which 
occurred were related to subjective items sensitive to mood 
lCerda G. Fillenbaum and Uichael A. Smyer. "The Development 
Validity and Reliability of the OARS Multidimensional Functional 
Assessment Questionnaire." 
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AGREEMENT BE'lWEEN mlFAQ-BASED RATINGS AND CRITERION RATINGS 
Kendall's tau and Spearman's r 
tau r 
"Economic 
(n .. 49) .62 .68 
Mental health 
(n .. 31) .60 .67 
Physical health 
(n ... 31) .75 .82 
Self-care capacity 
(n = 30) .83 .89 
TABLE 4 
OMFAQ INTER-RATER AGREEMENT 


















alteration. Since there is substantial overlap between the CSQ and 
OMFAQ ? ? ? ? ? ? ? it is anticipated" that test rc-test findings for the OMFAQ 
would be similar. 
Service Utilization 
A service utilization instrument was constructed for use in this 
study and is included for reference purposes in the Appendix. Briefly, 
this instrument was intended to supplement data obtained on "the OMFAQ in 
the following ways: 
1. To provide information on reason for non-inclusion 
in the sample, or on attrition from post-test 
measurement. 
2. "To increase the aJlJOunt of detail obtained 
regarding the outcome measures of death. 
hospitalization and ins titutional1za"tion. 
3. To record the amount and level of non-Five 
Hospital home care services received by subjects 
in both groups. 
4. To obtain information on types of home care 
services received by subjects in both groups. 
5. To determine subjects' lengths of service and 
reason for discharge in both groups, in order to 
obtain some indication of subjects' receptivity to 
service. " 
Although the original design for this study specified the collec-
tion of utilization data for the experimental group only. it became 
apparent once the study was underway that similar data on control group 
subjects would be useful in controlling for a potential threat to inter-
nal validity deriving from compensatory treatment. For example. since 
control group subjects were entitled to receive customary, prevailing 
Medicare reimbursed home health care services when and if they met" the 
Medicare reimbursement criteria described earlier. it was important to 
document the extent to which reception of this treatment occurred. 
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Similarly, it was impossible to prevent or delay the initiation of new 
non-Hedicare or Title Xx reimbursed home care services in the control 
group area during the study period. For both of the above reasons, 
collection of utilization data for both groups was considered to be 
appropriate. Accordingly permission was obtained from both the Five 
Hospital Program and the t.fayor's Office for Senior Citizens and Handi-
capped to review agency records for this purpose. The specific method 
of data collection will be addressed in the section below. 
Data Collection 
Functional Status Measures 
The Time Frame 
As described earlier, OMFAQ data were obtained on 122 and 123 
consecutively accepted clients of both groups at pretest, (shortly after 
admission to Program services), and on 101 and 100 of these clients at 
post test nine months later. A nine month time period was chosen because 
it was felt to be a reasonable time interval after which to assess the 
impact of long term care services. Also, since previous studies 
reported attenuation of ? ? ? ? improvement due to treatment between six to 
twelve months after the initiation of services, nine month functional 
status data were of theoretical interest. Although a more extended time 
period coupled with multiple repeated measures would have been 
preferable from a design perspective, neither was possible given the 
funding, time, and manpower constraints associated with this study. 
Data collection for this study began in June 1977 and ended in 
January, 1980. It thus covered a period of 31 months. Within this 
period, data collection for controls was completed two QOnths earlier in 
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November. 1979. Howeve"r. since the study period was identical for both 
groups for 29 of the total 31 months and since no natural disasters or 
other major local historical events relevant to this study were observed 
during those 2 months. it is unlikely that this difference could have 
biased results. The data collection took longer than was originally 
anticipated. mainly because of the low rate of acceptance of clients to 
both groups; namely an average of 7.7 clients per month for the Five 
Hospital Program and 9.3 clients per month for the Home Delivered Meals 
Program. Data on variables pertaining to the time lapse between accep-
tance to Program and Pretest. between accceptance and Posttest. and 
between Pretest and Posttest are displayed on Table 5. These data 
reveal no significant differences between the two groups. The mean 
length of time for the conduct of the OMFAQ interview is also displayed 
on this table and also reveals no significant differences between 
groups. 
The Sample 
Data on subjects included in the study sample are displayed on 
Table 6. As this table demonstrates. pretest data were obtained on 
75.3% of experimental subjects admitted for service and on 73.6% of all 
control group subjects who were accepted for service during the study 
period. Data regarding proportions of subjects not included and reasons 
for non-inclusion are also reported in Table 6 and are roughly similar 
for both groups. Table 7 displays data on numbers of subjects in both 
groups for whom postt.est interviews were obtained. As can be seen here. 
both proportions of subjects completing the post test interview. propor-
t"ions of subjects for whom posttest were not obtained. and reasons for 







VARIABLES PERTAINING TO THE TIt-lING OF FUNCTIONAL 
STATUS DATA COLLECTION FOR EXPERIMENTAL 
AND CONTROL GROUPS 
(N=122) (N-123) 
Experimental Control p-value 
X X 
Time lapse between 22.2 27.2 ns 
acceptance to service and 
pretest/days 
Time lapse between 283.4 287.5 ns 
accpetance and post test/ 
days 
Time lapse between pretest 261.2 260.4 ns 
and posttest/days 
Length of inte'rview/mi nutes 59.1 63.6 ns 
(pretest) 









EXPERUfENTAL AND CONTROL GROUP SUBJECTS ON \IHOM 
PRETESTS I/ERE OBTAINED 
EXP CONTROL 
N (%) N (%) 
Total n subjects admitted 162 (100) 167· (100) 
to Service during study 
period 
Total n subjects on ,mom 122 (75.3) 123 (73.6) 
pretest ·obtained 
Total n subjects on whom 40 (24.6) 44 (26.3) 
pretest not obtai Qed 
Reasons pretest not obtined 
1. S. refused service· 6 (4.9) 7 (5.7) 
2. S. refused pretest 4 (3.3) 15 (12.2) 
3. Staff objected 4 (3.3) 6 (4.9) 
4. S. too ill (includes 14 (6) (11.5) (4.9) 11 (3) (8.9) 2.4) 
deaths within month 
of admission) 
5. Other (moved. under age 12 (9.8) 5 (4) 






EXPERIHENTAL AND CONTROL CROUP SUBJECTS 
ON \nIOU POSTTESTS WERE OBTAINED 
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EXP . CONTROL 
N (%) N (%) 
# of subjects eligible for 122 (100) 123 (100) 
9 month posttest 
# Posttests obtined 101 (82.7) 100 (81.3) 
# Posttests not obtained 21 (17.2) 23 (18.6) 
Reasons posttest not 
obtained 
1. S. refused posttest 8 (6.5) 7 (5.7) 
2. S. died during study 14 (11.5) 13 (10.6) 
period 
3. Subject moved 0 (0) 3 (2.4) 
4. Subject too ill 0 (0) 0 (0) 
5. (ither 0 (0) 0 (0) 
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regarding attrition from posttest measurement will he presented in 
Chapter Six as part of the discussion of service outcomes. 
In addition to numbers of respondents included in both samples at 
pre and posttest. however. it is also important to consider the type of 
respondent-since the OHFAQ instrument provides for the possibility of 
obtaining data from either the subject. an informant. or some combina-
tion of the two. Since reponses could vary depending upon source. it 
was important to consider potential differences between the two groups 
according to this dimension as well. Table 8. which presents data corn-
paring the two groups on this dimension. reveals that greater use of 
informants occurred within the .experimental group. This difference most 
likely reflects selection differences observed between the two ? ? ? ? ? ? ?
i.e •• ·greater age. impairment. and greater social resources among 
experimental subjects.. These differences will be discussed in more 
detail in Chapter 5. Pretest Findings. Conversely. however. inter-
viewers did not rate the reliability of subjective and ? ? ? ? ? ? ? ? informa-
tion in the ? ? ? ? ? groups differently. Examination of data pertaining to 
reliability displayed in Table 9 reveals that reliability of responses 
at both pre and posttest ·was judged by interviewers to be reasonably 
good. Specifically. 93 to 99% of responses to factual questions were 
judged to be ? ? ? ? ? ? ? to completely reliable 'and 87 to 97% of subjective 
.. -._" . responses (where obtained) were similarly ranked. 
Hethod of Data Collection 
Functional status. or OMFAQ. data for this study was collected by a 
combination of trained clinical and research interviewers. Clinical 
staff of the Five Hospital Program conducted the pretest OMFAQ interview 
with experimental subjects (80%) after subjects were accepted to the 
TABLE 8 
COHPARISON OF RESPONDENTS TO OtlFAQ QUESTIONNAIRE 
IN EXPERlMEt'TAL AND CONTROL GROUP 
SAMPLES AT PRE AND POSTTEST 
Pretest Posttest 
(N=122) (N=123) (N=101) (N=lOO) 
EXP Control '. EXP Control 
80 . 
-r % :2-value -%- % :e-value 
Identity of 
Respondent: .05 .134 




tual questions 15 10 13 7 
c. Subject answered 
subjective items 
only 9 3 3 0 
d. Informant 




















COf.lPARISON OF INTERVImoJERS' RATINGS OF 
RELIABILITY OF ? ? ? ? ? ? RESPONSES OBTAINED 
FROM EXPERIMENTAL AND CONTROL GROUP 
RESPONDENTS AT PRE AND POSTTEST 
Pretest Posttest 
EXP Control EXP Control 
N(%") N ? ? ? ? ? ? ? ? ? ? ? ? v---(%) Ii ? ? ? ?
122 123 ns 101 100 
(93) (97) (97) (99) 
(7.) (2) (3) (1) 
109 112 ns 77 87 
(87) (93) (90) (97) 
(12) (6) (10) (3) 
. (2) (1) (0) (0) 
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Program. In the majority of cases, or 66%, as shown on Table 10, the 
questionnaire was administered by the social worlt members of the teams 
as part of a systematic, comprehensive assessment of all newly accepted 
clients. Pretest questionnaires for the control group were administered 
by the author, 3 second year Haster's level social work students, and 1 
second year Uaster's level public health student who completed a 
research field placement unde.r the author's supervision and by three 
research assistants from Northwestern University Center for Health 
Services and Policy Research, Who were also supervised by the author. 1 
Since a bias in subject response was possible if clinicians' interviewed 
their own clients at posttest, the only clinician who conducted post test 
interv:l.CWLi was the Five Hospital home health aide supervisor. who did 
not have lL' direct treatment relationship with any of the clients. 
However., since.she had many other responsibilities, she only cOGIPleted a 
small proportion of Five Hospital post test interviews (11%) and research 
staff conducted the great majority of post test interviews for subjects 
in both groups, 89% of experimental posttests and 100% of controls', 
respectively. 
Over the course of the 31 month data c.ollection period of the 
study. a total of 17 interviewers were used. The number of interviews 
conducted by anyone group of interviewers ranged from .4 completed by 
1 Initially, it was anticipated that nOSeH staff would administer 
the questionnaire at Pretest to control group clients; however. it soon 
became apparent that MOSCH staff could not .spare the time for this 
function, nor was this function a matter of high priority to them. For 
these reasons the research staff conducted the remainder of control 
group interviews (98%). 
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TABLE 10 
TYPES AND NUMBERS OF INTERVIEl.olERS HHO ADMINISTERED 
OHFAQ QUESTIONNAIRES (N=445) TO EXPERIHENTAI. AND 
CONTROL GROUP SUBJECTS DURING THE 31 HONTH STUDY PERIOD 
EXP CONTROl. 
(N=122) (N=lOl) (N"I23) (N=100) 
Pretest Posttest Pretest Posttest TOTAL 
N (%) N (%) N (%) N (%) N--(%) 




(N=3) 80 (66) 1 (1) 81 (18) 
b. Nurses 
(N:.;3) 16 (13) 16 (4) 
c. UMA 
Supervisor 1 (1) 11 (11) 12 (3) 
2. ? ? ? ? ? ? ? Staff 
a. Social 
Workers 
(N=2) 4 (3) - 4 (.9) 
3. Research Staff 
a. Author 20 (16) 18 (18) 51 (41) 18 (18) 107 (24) 
b. Students 
(N=4) 4 (3) 39 (39) 21 (17) 9 (9) 73 (16) 
c. Research 
Assistants 
(N .. 3) 1 (1) 42 (42) 47 (38) 73 (73) 163 (37) 
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!oIOSCH staff to 163 completed by research assistants. For individual 
interviewers the range was from 1 to 128. (As a ? ? ? ? ? ? ? ? control mech-
anism the author personally conducted 107 interviews or 24% of the total 
445.) The author was trained in the use of the OMFAQ. instrument at' the 
Duke University Center for the·Study of Aging and Human Development and 
trained all other interviewers using the same two-day intensive training 
procedures used at Duke. In addition, all completed questionnaires were 
edited for completeness and clarity of response by the author and were 
coded by the author. Since the great majority of items on .the question-
naire were precoded, no transfer of any information was required and 
reliability of coding was therefore not a serious problem. As a precau-
tion, however, all questionnaires were proofed prior to key· punching and 
random samples of keypunched cards and of cases on initial computer runs 
were proofed for accuracy of the data. 
In addition, since the data collection period was long and the 
number of interviewers used high, reliability sessions were ? ? ? ? ? upon 
the completion of every group of 30 experimental and control group 
interviews. Six such sessions were held during the course of the data 
collection period. Results of these will be presented l1"1\der the threats 
to validity section 19cated at the end of this chapter. 
Utilization Data· 
Utilization data on subjects in both groups were collected upon 
completion of the functional status data collection and were obtained 
from a review of Five Hospital and MOSCH agency records. The review of 
records was conducted by .the author and three research assistants at the 
agencies, using an abstracting form which is located for reference, 
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along with a copy of instructions for its use, in the Appendix. Since 
the author had initially been involved in the design of the record 
keeping system at the Five Hospital Program, this system contained all 
the services utilization data of interest to the study. However, col-
lection of service utilization data at the HOSCH o'ffice was more diffi-
cult since certain data were not routinely kept there. For example, 
only home health services for which a client had been referred by a 
, MOSCH Information and Referral worker were recorded and unless a direct 
purchase of service had occurred, data on level of use of home health 
services were not available. In order to surmount this difficulty the 
following strategy was devised. If either the client at the time of the 
pre or posttest OMFAQ interview, or ,the client's agency record indicated 
any use of home health care service (defined as nursing, or homemaker, 
home health aide personal care or housekeeping obtained from an agency 
source) an effort was made to identify the agency and call to request 
information regarding level and types of services received by the client 
during the study period. Although strenuous efforts were made to pro-
cure this information this system was less than optimal and may have 
resulted in an underestimate of home health care services received by 
control group subjects. Clearly, access to Medicare, Medicaid, and for 
Title XX records would have been preferable. However, this study origi-
nally did not intend to collect utilization data on both study groups 
but When the opportunity arose to do so, it was felt that some estimate 
of the relative amount of similar treatment received by controls would 
be useful for the purposes already outlined earlier in this chapter. 
Other Outcome Neasures 86 
Particular attention was given during the course of this study to 
obtaining valid data regarding the ? ? ? ? ? ? ? ? measures of death. hospital-
ization and institutionalizatiol'l. The author monitored. Five Hospital 
and MOSCH records monthly in order to maintain current information 
regarding these outcome measures during the course of the st'ldy. Nota-· 
tions were made of any discharges and/or moves to new locations which 
ocurred in either group during the study period in order that subjects 
could be located for post test measurement. 
Instances of deaths and data pertaining to deaths such as location 
at death, date, etc., were monitored using agency records. If in any 
case data from records were unavailable, persons listed as responsible 
others were contacted to provide and verify needed information. Data 
regarding hospital and nursing home admissions· and lengths of stay were 
obtained from both respondent reports at posttest and from agency 
records. In cases where the respondent was unavailable or refused to 
complete the post test interview, either telephone inquiries to the 
subject, or a responsible other, and/or data from agency records were 
used as indicators of hospital and/or nursing home admissions. Any 
hospital admission listed in records or reported by respondents was 
verified by calling the Medical Records Department of the specific 
hospital and asking for both confirmation of the admission and the 
length of stay. Long term care institutional admissions were also 
verified through calls to the facility during which date of admiSSion, 
length of stay and level of care were verified. Although direct access 
to Medicare and ffedicaid billing records would have been more reliable 
and efficient than the methods described above, this option was not 
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available during the study. However, the method used, although c.umber-
some, was quite rigorous and provides outcome data on all subjects in 
the sample, regardless of attrition from otlFAQ posttest measurement. 
Major Threats to Validity 
Although specific threats to validity will be discussed further in 
the outcomes chapter, it is appropriate to give a brief overview of the 
major threats to internal validity which were anticipated to arise in 
conjunction with the quasi-experimental type of design used in this 
study. The first and foremost threat encountered in a study of this 
type derives from selection and its interaction with other 'threats such 
as maturation and history. Each will be briefly discussed in turn in 
the section to follow. 
Selection 
As previously described, both experimental and control group sub-
jects underwent a process of self-selection into their respective groups 
at pretest. Subjects in either group could refer themselves or be 
referred for service by relatives, friends, or agencies. In addition, 
both groups were screened by program staff before acceptance for ser-
vice. There was no prior hospitalization requirement for service from 
either program, and subjects in both groups were specified to be over 
age 60 and homebound •. In addition, however. Five Hospital clients were 
specified by acceptance criteria to be medically underserved, whereas 
Home Delivered Meals clients were specified to lack the services of 
someone in their immediate environment to help with the task of meal 
preparation. As we will see in chapter Five, these differences in 
selection criteria are reflected in the characteristics of subjects in 
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the two groups. Attempts to deal with this threat to internal validity 
will be discussed further 'in both Chapters 5 and 6. 
Selection-tiaturation 
Selection-liaturation refers to a non-equivalent natural rate of 
'growth or development which may occur in a non-equivalent 'group de-
sign. For example. one group might be better motivated than another to 
make use of or take advantage of treatment and/or one group might be at 
a more advanced point of severity on a disease continuum than another 
and thus appear to differentially deteriorate or be harmed by the treat-
ment. The careful analysis of pretest measures here can assist in the 
identification of such important differences between groups. 
Local History 
Local History is the term coined by Campbell to· refer to historical 
developments which occur during an experiment ? ? ? ? ? ? ? pertain unequally. 
because of an interaction of location and selection factors. to one of 
the two groups being studied. For example. as mentioned'earlier. it was 
impossible to prevent the development of new home care service initia-
tives within the control group geographic area during the study 
period. However. ? ? ? ? ? ? ? ? ? were made to estimate the magnitude of ? ? ? ? ?
threat through the collection of home care service utilization data for 
both experimental and control subjects. Findings from the analysis of 
these data will be discussed in detail in ? ? ? ? ? ? ? ? 7. 
Testing and l1easurement 
A fourth threat to validity which occurs in studies utilizing both 
experimental and quasi-experimental designs is that of testing and 
meas'urement. Since both experimental and control group subjects experi-
ence the same pre and posttests during similar time periods. effects of 
testing, while not analyzahle ? ? ? ? ? ? ? ? ? would he expected to affect both 
groups similarly and thus not bias outcomes for a particular group. 
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The issue of reliability of measures was an important potential. 
threat, however, because different interviewers were used to collect 
functional status (OtWAQ) measures for the two groups; specifically, 
clinicians collected pretest data for experimental subjects and research 
staff collected pre and posttest control group and posttest ? ? ? ? ? ? ? ? ? ? ? ? ?
OMFAQ data. Since the OMFAQ instrument was originally chosen for use in 
this study, in part because of the summative rating capacity it 
provided, it was important to obtain some estimate of the reliability of 
the ratings obtained by raters used in this study, in addition to 
estimates of reliability obtained elsewhere as already reported earlier 
in this chapter. 
Accordingly, the following assessment of reliability was devised. 
Inter-rater reliability tests were obtained on 10 questionnaires, (five 
experimental and five control group) randomly selected from each 
successive group of sixty completed questionnaires. In all. six inter-
rater reliability tests were conducted during the course of the study on· 
a total of 60 (or 14%) of the entire sample of the 446 questionnaires 
obtained. For each reliability test. ratings wer.e removed from the set 
of ten randomly selected questionnaires and all raters either actually 
or potentially engaged in interviewing were asked to read through each 
90 
questionnaire and r.'lte each of the 10 subjects independently. 1 The 
ratings were then analyzed in three different ? ? ? ? ? ? ? ? ? ? ? ? ? ? two-way 
analysis of variance was conducted on the ratings by both questionnaire 
rated and by rater to determine whether variations between raters were 
"due to random error or due to a systematic under pr overrating bias on 
the part of a particular interviewer. A criterion of p<.05 was chosen 
to determine the presence of systematic bias. Data from this analysis 
are displayed in Table 11 and reveal that evide"nce of systematic bias 
appeared in 12 or 20% of the 60 possible instances. In 10 or 16.6% of 
the cases, the variation was significant at a level of P<.05 and in 2 or 
3% of the cases the variation was significant at a level of P<.OI. 
Conversely, no significant rater bias was revealed in the remaining 80% 
of the possible instances. 
The second analysis pertained to inter-rater bias according to 
dimension rated. Here, the topic of interest was whether a particular 
rater or group of raters ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? under or overrated subjects 
according to a particular dimension, such as social resources or mental 
health. Five one-way analyses of variance of the ratings were performed 
on the ratings according to each of the five OMFAQ dimensions and are 
reported in Table 12. These data reveal the interesting finding that in 
three, or 10 percent, of a potential 30 instances, Physical Health 
1 The phrase "potentially engaged in interviewing" refers to Five 
Hospital nurses who were trained to administer the questionnaires, but 
,;rho in actual practice only administered it on few occasions, when the 
social worker was ill, on vacation, or the subject was resistive to the 
interview. Since the nurses did participate, if only to a small extent, 
they were included in the studies. However, since they had not had as 
much practical experience using the que:.tionnaire and applying the 
ratings as other interviewers, their inclusion probably has led to an 
underestimate of over-all reliability. 
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RESULTS OF 
? ? ? ? ? ? ANOVA OF RATERS AND QUESTIONNAIRES 1 
F-va1ues 
(N '" 6) (N '" 8) (N = 5) (N'= 9) (N '" 8) (N '" 10) 
T1 T2 T3 T4 T5 T6 
1 .80 2.0 2.43 .94 .84 .47 
·2 .44 .89 1.34 .74 1.87 2.72** 
3 .17 1.32 1.10 .52 1.91 .69 
4 4.11* 1.98 1.67 1.15 '.92 1.31 
5 3.28** .07 .48 1.13 3.28** 2.60** 
6 1.66 1.48 2.00 .48 .94 .73 
7 1.87 1.29 1.20 1.75 1.07 .49 
8 .62 1.41 3.00 .73 1.48 1.63 
9 1.67 2.96** 4.18** 1.35 2.43** 3.60* 
10 ? ? ? ? 2.66** 4.49** 2.85** 1.80 1.07 
* *£ < .01 P < .05 
IF" MS Rater 
MS Rater by Dimension. numerator df=(No. raters -1). 
denorninato'c df=(No. raters -1) (No. dimensions -1) 
TABLE 12 
RESULTS OF ? ? ? ? ? ? ? ANOVA OF THE FIVE OMFAQ DIMENSIONS 








ADL .• 49 
*p < .01 
**p < .05 








(N = 5) (N = 9) (N = 8) 
.:!3. 14. ? ?
.24 .84 .49 
.18 1.90 .39 
.80 .26 .77 
1.00 3.24* 1.37 
.95 .33 2.19** 
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rat.lngs differed systematically between raters at a level of P < .01. 
Additionally. in one instance. or 3% of cRses. ADL ratings differed at a 
level of P < .05. Thus. 13% of cases appeared to reflect systematic 
? ? ? ? ? ? bias. whereas 87% reflected random fluctuation between raters. 
This systematic difference in phYSical health rating was felt to be 
reflective of the differing perceptions of clinicians and researchers 
regarding physical health status. For example, clinicians. perhaps 
because of their greater familiarity with disease and impaired 
individuals. tended to assign a lower score indicative of better 
physical health than researchers, who, perhaps ? ? ? ? ? ? ? ? of more limited 
exposure to ill persons, assigned higher scores indicative of poorer 
phYSical health to the same subjects. Attempts were made to encourage 
both groups of intervietfers to rate subjects ? ? ? ? respect only to the 
definitions on the OMFAQ questionnaire. However. the PhYSical Health 
defini.tions on the OHFAQ were inherently problematic for a study dealing 
with the chronically ill. since they were imbued with acute overtones. 
For example. a four on the Physical He!!lth scale is defined as "one or 
more diseases which are painful or which require substantial medical 
treatment." The ? ? ? ? ? ? ? ? ? ? ? ? ? ? of this definition to blindness or 
deafness, both of which are irreversible and painless but nonetheless 
constitute serious physical health problems is problematic. 
The third attempt to measure reliability examined inter-rater 
agreement rather than disagreement. Data in Table 13 display percent of 
total interrater agreement obtained at each reliability test according 
to the five OMFAQ dimensions rated. These data reveal ehae ehe highest 
amount of agreement was obtained on economic resources ( X a 83% 
T1 (N = 6) 
T2 (N = 8) 
T3 (N .. 5) 
'f4 (N .. 9) 
T5 (N .. 8) 
T6 (N .. 10) 
5t % perfect 
agreement 
TABLE 13 
PERCENT OF TOTAL INTERRATER AGREEMENT BY 
DlHF.NSION RATED ON OHFAQ RELIABILITY TEST l 
Dimension 
Hental Physical 
Social Economic Health Health 
63 83 65 73 
81 93 63 66 
74 88 64 76 
73 78 69 67 
69 79 75 70 
74 77 71 78 
72 83 68 72 










lOveral1 X% perfect agreement of scores for all "dimensions was 74%, 
whic.h exactly corresponds with overall % agreement for all OMFAQ ratings 
reported in the most recent reliability study at Duke. See, for 
example, Fillenbaum and Smyer, "Development, Validity and Reliability of 
the OARS Uultidimensional Fllnctional Assessment Questionnaire." .p. 9. 
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agreement, range 77 to 93%) and the lowest was mental health ( X = 63% 
agreement, range 63 - 75%). 
In sum, these analyses revealed four important points. First, the 
degree of interrater reliability on the ratings was low, ranging ? ? ? ? ? 68 
to 83%. Second, the ratings varied because of random and thus largely 
unpredictable error. Third, where systematic bias was observed, it was 
related to the dimension of physical health functioning. Finally, and 
perhaps most importantly, as will be demonstrated in the following 
chapter, on the critical dimensions of Physical Health and ADL function-
ing, the majority of ·subjects :f,n .. both groups at pretest clustered on the 
high impairment end of the scales (i.e •• scores of 4-6). Since differ-
ential deterioration on these dimensions was the outcome of interest. 
the possibility of a floor-effect of instrucentation and the possibility 
of insensitivity due to insufficient levels of measurement or indicators 
rendered the ratings of these particular dimensions of questionable 
utility to the study. This problem in turn is directly ? ? ? ? ? ? ? ? ? to the 
method of analysis used in this study which Is described in the section 
below. 
? ? ? ? ? ? ? ? of Analysis 
The method of analysis is described in greater detail in Chapters 
5, 6, and 7 to follow which deal with the findings. However. a very 
brief overview of the analysis strategy is outlined here. 
Because of the quasi-experimental, non-equivalent control group 
design used. a great deal of time was spent in bivariate analysis of 
pretest data and in a bivariate within groups analysis of pretest char-
96 
acteristics by differential outcomes observed. Although, initially, 
analysis of covariance of the OMFAQ ratings was specified to be the 
analytic technique of choice for analysis of functional status outcome 
questions, this strategy was abandoned because of the problems of unre-
liability and insensitivity of the ratings as discussed above. For this 
reason, attempts instead were made to model the selection differences 
observed between the two groups at pretest as measured by selected items 
on the instrument, to factor in other explanatory variables for Which 
data were available, and to use these data in a structured hierarchical 
multiple regression analysis of those outcomes where differences between 
the two groups were observed. This is discussed in greater detail in 
the chapters to follow. 
Summary 
In summary, this study utilized a ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? design with a 
non-equivalent control group in order to discern differential effects of 
the provis.ion of ? ? ? ? ? term community-based horne care services .on 
? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? which included functional status, rates of hospitali-
zation, ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? and mortality. Efforts were also made to 
obtain· information of a formative nature regarding client's utilization 
of services which could be correlated in both.groups with outcomes 
observed. Strengths and limitations of the above approach have been 
discussed and attempts at monitoring major anticipated threats to vali-
dity outlined. Alternative rival hypotheses concerning the findings of 
this study Which derive from these threats will be discussed in greater 
detail, along with the analysiS strategy, in the chapters to follow. 
CHAPTER V 
PRETEST FINDINGS 
The purpose of this chapter is to present pretest findings to the 
reader in such a way that: 
1. the information obtained on the 332 :variables on the 
OMFAQ instrument is reduced to a manageable yet still 
substantively relevant size, 
2. the pretest differences and similarities observed be-
tween the two groups are adequately represented, and, 
3. the statistics presented adquately describe the persons 
who were the subjects of this study. 
For these reasons this chapter has been organized in the following 
way. First, although pretest data pertaining to all 332 variables on 
the OARS were reviewed, only a critical portion of those findings will 
be presented. Two criteria regarding the inclusion of a variable were 
considered. These were: 
1. the theoretical relevance of the variable from both a 
common sense perspective and as determined from previous 
investigations in the literature regarding variables 
relevant to outcomes of home car,e. 
2. the level of response to a variable. For example, if an 
item such as "how often do you jog" or "do you have a 
problem drinking" was almost unanimously answered 
"never" or "no" by subjects in both groups, it !'las 
excluded from the analysis. Also if it was perceived to 
be unanswerable by most subjects in both groups, as for 
exal'lple "will you have enough money for your financial 
needs in the future?" was ( 46% non-response rate in 
both groups), it was also excluded. 
Data on vllr1,ables which were considered to meet both criteria above will 
be presented .in the first section of this chpater, following the same 
order. as their placement on the OI>IFAQ Questionnaire as displayed in 98 
Figure .2. Thus, in turn, responses to demographic. social resources, 
economic, mental health, physical health, ADL functioning. and use of 
community resource items will be examined. For the sake of clarity. 
similarities between the two groups will be addressed first and differ-
ences second. The second section of the chapter will attempt to briefly 
summarize and integrate these disparate findings into coherent patterns 
of functioning which describe the two groups and the third and final 
section will attempt to "put some meat on the bones" by presenting case 
examples of clients included in both groups at pretest. In this way it 
is hoped that the reader will have an understanding of 
1. the complex interplay of the functional status dimen-
sions. 
2. both the shared and the unique features of the two 
groups. and 
3. an appreciation of the overall level·of impairment which 
characterized subjects in both groups at pretest 
Functional Status--Similarities and 
Dissimilarities Observed at Pretest 
Demographic Characteristics 
Table 14 presents a hivariate analysis of experimental and control 
group subjects according to the variables of age, race, sex, education. 
occupation. and type of housing. There are clearly no differences 
between ? ? ? ? two groups with respect to race and sex as both groups are 
predominantly white (96%) and female (75%). Categories which depict 
type of housing were ranked by Five Hospital clinical staff in order of 
least to most service and protection available to an elderly, impaired 
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FIGURE 2 
FLOW CHART OF ITEMS ON THE OMFAQ INSTRUMENT 
1. nemogrlhic 
2. Functional. Status Dimensions 
I 
Social Resources 
1 Economic Resources 
i 
Mental Health J, 
Physical Health 
ActiVi*es of Daily Living 
I 
3. "'If Utilization of Services 
4. t Informant Section 
J, 
5. Interviewer's review of dimensions and summary ratings 
TARLE 14 
DEHOGRAPHIC AND SOCIAL CHARACTERISTICS OF EXPERUIENTAL 
AND CONTROL GROUP SUBJECTS AT PRETEST 
EXP CONTROL 
--% or % or 
N Hean N Nean p-value 
Age 122 123 
60-69 7 17 
70-79 37 40 
80-89 48 40 
90+ 9 3 
1'1ean 80.3 77.4 .003 
Race 122 123 
(% White) 96 96 ns 
Sex 122 123 
lffemale) 76 74 ns 
Education 122 122 
8 yrs or less 59 42 .025 
8 - 12 yrs 23 35 
post hIgh school 18 23 
Occupation 122 123 ns 
clerical 29 42 
housewife 22 14 
prof'l-hngr 8 5 
skilled 13 15 
operative 16 12 
service + unskilled 11 12 
? ? ? ? ? of housins 122 123 ns 
CHA mixed or 
rooming house 3.3 6.5 
Apartment or house 76.2 74.0 
Hotel 3.3 6.5 
CHA Senior or 
Lawrence Hotel 14.8 13.0 
Arlington, Chelsea, 
or Wilson Houses 1.6 0.0 
Other 0.8 0.0 
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person. This variable also reveals no differences between the two 
groups. 
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However, nonsignificant occupational differences were observecl betwet'n 
the two groups with more experimental subjects occupying the housewife 
category. This difference in occupation may reflect differing education 
levels insofar as significant differences were detected on this variable. 
Specifically, experimental subjects were significantly less well educated 
than controls, with 59% having received only eight or fewe.r years of 
education as compared to 44% of control group subjects (x .. 6.07, ? ? ... 2, p 
< .05). By far the greatest difference, however, was observed with respect 
to age. Experimental subjects on average were three years older than 
controls, with a mean age of 80.3 as opposed to 77.4 (t ... 3.02, df .. 243, .E. 
< .01). It is worth mentioning here that the demographic characteristics of 
both groups are strikingly similar to those of residents of institutions who 
have been found to be predominantly white, female, and over 80 years of 
age. This degree of similarity between the sample and the population of 
interest thereby enhances the external validity of the study. 
Social Resources 
Variables included under this heading include both factual data such as 
marital status and household composition, as well' ·as more subjective items 
such as seeing relatives sufficiently often and perception of length of time 
help is available if sick. As depicted in Table IS, the two groups were 
very similar with respect to carital status, with over half the subjects in 
both groups falling into the widower/widowed category. ? ? ? ? ? ? ? ? of telephone 
contacts and visits were. also similar-for hoth groups, as were a number of 
subjective items such as having someone to trust, feeling lonely, and seeing 
family too infrequently. 
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TABLE 15 
SOCIAL RESOURCE CHARACTEIlISTICS or EXPERIMENTAL 
AND CONTROL GROUP SUBJECTS III PRETEST 
!l!!:. CONTROL N Z N ---z p=valua 
lfarital Statua 122 123 DB 
? ? ? ? ? ? ? 17 17 Harried 21 19 
Wldowed 57 52 
Divorcecl. Separated S 12 
Household eomposition 122 123 
Alone S2 76 (.001 With Spouse 21 19 na 
With Children 19 4 (.001 
No. PhOIle Contacta 104 112 na in the past weale 
7+ 54 51 
2-6 23 37 
1 7 S 
0 16 8 
No. Visita In the ? ? ? ? 111 DB 
past weele 
7+ 18 23 
2-6 41 37 
1 16 22 
0 2S 19 
Someona to Trust 105 112 DB 
yea 89 81 
Lonely 106 111 DB 
often 23 
aomet1lllea 35 29 
never 42 36 
See falilUy 92 102 lIS 
often as wants 39 45 
unhappy/too little 56 55 
DuratloD of help if aiele 87 91 . 
? ? ? ? ? ? ? ? ? ? ? ? ? 40 14 (.001 
ahort tilila 13 30 
oeeastoaa1ly 47 56 
not at all 16 17 
Relatlonship of helper 85 89 DB 
apouse 8 6 
ehUd 33 27 
relative 3S 26 
friend Z1 38 
pald worker 2 3 
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Significant differences. however. ·were observed between the two 
groups on the two critical variables of l:.ousehold composition and dura-
tion of help if sick. Specifically. fewer (52% vs. 76%) Five Hospital 
subjects lived alone than controls (X = 14.20 • ..!!!.. 0= 1 • .e. < .001). lotuch 
of this difference may be attributed to the fact that more Five Hospital 
subjects lived with children (19 vs. 4%) than controls (X 0= 11.81, ..!!!.. = 
1 • .E. < .001). This difference in household composition may also explain 
the difference in perception of time help is available if sick. While 
40% of Five Hospital subjects perceived help to be available 
indefinitely. only 14% of controls felt equally secure (X = 17.83. df = 
2, .E. < .001). 
This difference is particularly noteworthy since it might be caus-
ally linked to service outcomes. Specifically. if decisions regarding 
entry into a nursing home are determined in part by perceptions of 
available help. this could indicate that MOSCH subjects were at greater 
risk of this outcome at pretest. Interestingly. although duration of 
help differs significantly for the two groups. relationship of helper 
does not, although MOSCH subjects consistently report less help to be 
available from kin and more from friends than do Five Hospital subjects. 
Economic Resources 
Table 16 indicates that the two groups were quite similar with 
respect to most quantitative indices of income. For example, the two 
groups reported the same median income of $3500 per year, similar reli-
ance on Social Security. savings and pensions as major income sources. 
and a similar proportion of Medicaid eligible subjects (12 and 16 per 
cent. respectively). 
TABLE 16 
ECONOMIC CHARACTERISTICS OF EXPERIMENTAL 
AND CONTROL GROUP SUBJECTS AT PRETEST 
EXP Control 
% or % or 
N Mean N Mean 
Median Income . ,114 3500 117 3500 
Medical Insurance 
Medicaid 121 12 121 16 
Medicare A & B 119 89 121 64 
Rent 95 110 
pays total 61 86 
pays partial 26 10 
pays none 13 4 
Owns Home 122 21 123 11 
Major Income Sources 121 123 
Social Security 93 93 
Savings 47 50 
Pension 23 23 
Family 8 2 
5.5.1. 9 10 
Public Aid 2 2 
Assets Sufficient 97 117 
No 37 50 
Able to Meet Payments 117 118 
no problem 51 38 
barely manages 39 60 
cannot meet 9 2 
Degree Needs Met 98 107 
very well 28 13 
fairly well 53 65 

















The two groups differed significantly. however, with respect to 
home ownership. More Five Hospital subjects (21%) owned thei:r homes 
than controls (11%), (X '" 4.51, i!." 1,.R < .05). This difference may 
account for other economic differences observed, insofar as home 
ownership may imply lower housing costs and thus more disposable in-
come. This would be consistent with the differences observed in payment 
of rent (X '" 17.39, ? ? .. 2 • .E. < .001), ability to afford both parts A 
and B of Medicare (X '" 18.96, ? ? ... I, .E. < .025), as well as perceptions 
about sufficiency of assets, (X = 2.86, .!!!. = I, .E. < .09), ability to 
meet payments (X .. 13.71, df .. 2, .Eo < .00, and degree to which economic 
needs were met (X .. 6.77, df ... 2, .E. < .05), all of which discriminated 
between the two groups in favor of the Five Hospital or experimental 
group. This differing perception regarding economic security may also 
reflect the difference in household composition described earlier and, 
again. would tend to place MOSCH subjects at somewhat higher economic 
risk at pretest. 
Mental Health 
In contrast to the foregoing social and economic variables, mental 
health variables. as depicted in Table 17. revealed"no significant dif-
ferences in functioning between the two groups at pretest. Although 
Five Hospital subjects made more SPMSQ errors (mean 2.9) than controls 
(mean 2.3), a difference which suggests more impaired orientation. this 
difference did not achieve significance (t '" 1.82, .!!!. '" 226, .E. < .07). 
Number of psychiatric symptoms reported by both groups was also similar, 
as were the other psychological variables. SpeCifically, 40% of both 
groups indicated that they worried quite often, 35% found life dull and 





MENTAL HEALTH CHARACTERISTICS OF EXPERIMENTAL 
AND CONTROL GROUP SUBJECTS AT PRETEST 
EXP CONTROL 
% or % or 
N Mean N Mean 
Orientation 112 116 
No. errors SPMSQ 
0 19 23 
1-4 .. 53 63 
5+, 29 16 
Mean 2.9 2.3 
Psych. Symptomatology 102 112 
0-4 (low) 46 44 
5-9 (moderate) 44 49 
10-15 (high) 12 12 
Other Measures 105 III 
Worry 
Very often 38 41 
fairly often 27 27 
hardly ever 35 32 
Find life 99 105 
dull 35 34 
routine 47 44 
exciting 17 22 
Life Satisfaction 102 110 
good 41 31 
fair 35 48 
poor 24 21 
Subject's MH Rating 95 109 
excellent 14 16 
good 49 45 
fair 37 26 









life. Finally 63 and 61% of subjects in both groups rated their mental 
health as being good to excellent, and 35 to 40% rated it fair to poor. 
Physical Health 
A number of measures of physical health status were obtained for 
both groups. Table 18 provides a rank ordering of the most prevalent 
diseases for the two groups. The siailarity between them in hoth rank-
ings and percentages is striking, with the most prevalent diseases for 
both being arthritis (60%), circulation problems (46%), heart disease 
(40-45%) and high blood pressure (30-40%). As depicted on this Table, 
the rank orderings of the eight most frequent diseases are identical for 
the two groups. 
Tables 19 and 20 on pages 104 and 106 group the remaining physical 
health variables into two major categories, namely, health status and 
health services utilization. With respect to health status as measured 
on this instrument, no significant differences were found between the 
two groups. Similar proportions of subjects in both groups suffered 
from multiple impairments and from vision and hearing deficits. 
Slightly more, or 29% of Five Hospital subjects reported being ill for 
most of the six months ? ? ? ? ? ? to receiving treatment than controls (23%) 
and similarly, more, or 34% of Five Hospital subjects reported the 
presence of more than one disease which interfered greatly with activi-
ties than did controls (26%). Consistent with the above, 31% of experi-
mentals judged their health to be poor as opposed to 26% of controls 
and, finally, 68% of experimentals compared to 64% of controls reported 
that their health interfered a great deal with their ability to do 
things they wanted to do. Although these variables did' not sign1£1 
108 TABLE 18 
PREVALENCE OF D,ISEASES AMONG EXPERIMENTAL 
AND CONTROL GROUP SUBJECTS AT PRETEST 
(NUMBERS IN PARENTHESES INDICATE PERCENTAGE 
OF SUBJEC'rS CLASSIFIED AS BEING "SEVERELY" IMPAIRED) 
EXP (N=122) CONTROL (N=123) 
N % N % 
1. Arthritis 120 60(34) 121 64(27) 
2. Circulation 120 46(23) 120 46(20) 
3. Heart 121 45(18) 121 40(13) 
4. High Bro'od" Pressure 120 30 (4) 121 41 (4) 
5. Other Stomach 121 18 (5) 121 21 (8,) 
6. Effects of Stroke 121 14( 1-2) 122 18(11) 
7. Urinary Disorder 122 13 (3) 120 14 (5) 
8. Diabetes 122 12 (3) 121 12 (3) 
9. Anemia 120 12 (2) 120 11 (2) 
10. Emphysema 121 12 (4) 122 10 (5) 
11. Skin Disorders 122 9 (5) 121 12 (3) 
12. Speech Problems 122 8 (4) 122 7 (3) 
13. Asthma 121 6 (3) 122 3 (3) 
14. Ulcer 122 6 (1) 121 7 (3) 
15. Cancer 121 6 (3) 121 10 (4) 
16. Glaucoma 120 5 (2) 122 10 (5) 
17. Parkinson's 122 5 (4) 121 6 (3) 
18. Thyroid 122 4, (0) 121 4 (3) 
19. Kidney 122 3 (3) 121 5 (1) 
20. Liver Disease 122 1 (0) 121 2(1) 
21. Epilepsy 121 1 (0) 121 1 (1) 
22. Uult1ple Sclerosis 122 1 (1) 121 1 (1) 
23. Tuberculosis 122 o (0) 122 2 (1) 
24. Polio 122 o (0) 121 1 (1) 
25. Cerebral Palsy , 122 o (0) 121 o (0) 
26. Muscular Dystrophy 122 o (0) 121 o (0) 
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HEALtH STA'l:US CIIARAC'lERlSTICS or EXPERIMEIfl'AL 
AND CONTROL GROUP SUBJECrS AT l'IlETEST 
? ? CONTROL % or: ---X-or: 
N HeaD N Meaa p-value 
A. Realth St:aeua 
1. Number: of Impair:meata 107 115 
0 3 3 Da 
1 13 14 
2 27 17 
3 23 2S 
4 17 13 
5 8 11 
6 6 10 
7 2 6 
8 .9 .9 Meaa 106 3.1 115 3.4 Ill! 
2. Visioa 122 123 DS 
ExcelleDt: 7 4 
Good 37 37 
Pair: 26 36 
Poor:, BUaei 31 24 
3. Rear:i. 122. 123 DB 
Excelleat 19 15 
Good 40 41 
Pa11' 20 22 
Poor:, Deaf 21 22 
4. Numbal' of Days Ul 112 120 
Koaa 34 32 
1 uk 01' lasa 7 7 
1 wk to 1 mo. 16 16 
1 to 3110a. "14 22 
4to6mos. 29 23 
5. GAO Index of Sevel'ity 122 123 Da 
a. 5 auffal'a fr:oll nona of 5 4 
the eliseasea listael 
b. no eliseasas which inter- 21 27 
fel'a sraatly with 
activitia. 
c. at le •• t ODe eliaeaaa 41 42 
whlch intel'fal'es 8reatly 
eI. mora tbaD one elisaa.e 34 28 
which iaterfarea Ireatly 
with activitte. 
6. Subject'. PH I'atial 104 11 DB 
excellent 8 7 
sood 26 21 
fail' 36 46 
poor 31 26 
7. Desr:ee health 103 109 DS 
tlltedereB 
Dot at all 11 11 
little 21 2S 
gr:eat cleal 68 64 
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cantly differentiate between the two groups, the next set of variables 
pertaining t.o health services utilization did. 
For example. Five Hospital subjects, on average. saw physicians far 
less frequently than controls during the six month period prior to the 
study (X = 1.4 vs. 4.8. t .. 1.24 • .!!!. = 242 • .E. < .001). Consistent with 
this finding is the fact that fewer experimental than control group 
subjects reported taking medications for severe conditions at pretest. 
Similarly, more experimental subjects were confined to wheelchairs and 
used commodes at pretest. Experimental subjects also had experienced 
fewer hospital and nursing home days in the six month period prior to 
receiving treatment and a markedly larger number of them .(58% vs. 25%) 
perceived a need for increased medical care. The above variables tend 
to consistently support the view that Five Hospital subjects were some-
what more physically impaired and clearly more medically underserved 
than were control group subjects at pretest. This finding indicates 
that the Five Hospital Program mandate to identify and target services 
to an underserved. chronically impaired population was well met. 
ADL 
While the foregoing section attempted to outline similarities 
between experimental and control group subjects with respect to physical 
health functioning, the items used to measure this construct were less 
than perfect. It is difficult if not impossible. for example, to ex-
actly match two people suffering from the same disease on an underlying 
continuum of disease severity. For this reason, Activities of Daily 
Living are often suggested as being more valid and reliable indicators 
of functional status than diagnosis alone. Two different types of ADL 








HEALTH SERVICES UTILIZATION CHARACTERISTICS OF EXPERIMENTAL 
AND CONTROL GROUP SUBJECTS AT PRETEST 
EXP CONTROL 
--% or % or 
111 . 
N Mean N Mean ? ? ? ? ? ? ? ?
No. times seen MD in 
past 6 months 119 122 
0 51 21 
1-3 35 33 
4-25 14 47 
Mean 1.4 4.8 (.001 
% with severe condition 
not under 
medication 
Arthritis 41 32 33 21 
Circulation Problems 27 74 22 77 
Cardiac Problems 22 18 16 38 
High Blood Pressure 5 40 5 0 
Diabetes 4 25 3 0 
Stroke 15 80 13 46 
Supportive Devices Used 121 123 
cane 44 47 ns 
walker 30 27 ns 
wheelchair 20 7 (.001 
commode 6 1 (.05 
No. Hosp. Days in 121 123 ns 
past 6 mos. 
Mean 10.7 13.7 
No. Nursing Home Days 121 123 ns 
in past 6 mos. 4.1. 4.8 
Need more Med care 116 122 (.001 
yes 58 25 
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commonly used measure is the PADL or Physical Activities of Daily Living 
index. This measures physical functioning or control over basic bodily 
functions and includes such items as eating, walking, bathing and conti-
nence. Instrumental Activities of Daily Living (or IADL) are more 
recent arrivals on the research scene and refer to those types of self-
maintenance activities which are essential for independent living 'in a 
community setting. IADL scales thus include such items as shopping, 
traveling, meal preparation and ability to handle money. Table 21 
illustrates the marked differences between experimental and control 
group subjects, at pretest according to both types of ADL functioning. 
Data displayed on this Table reveal a clear difference between the two 
groups, particularly and consistently with respect to instrumental ADL 
activities. On six of seven of these variables Five Hospital subjects 
were significantly more impaired than controls. In addition, they were 
also significantly more impaired on three of seven phYSical ADL items. 
Thus, Five Hospital subjects were functionally more impaired at pretest 
than controls on nine of 14 ADL variables. With respect to ADL help 
available, however, no significant differences between the two groups 
were observed either with respect to availability of help or 
relationship of helper. The majority of subjects in both groups (61% 
and 48%) reported their major ADL help to be available from kin. Since 
ADL functioning is another of those variables which could theoretically 
differentiate between outcomes for the two groups, it was critically 
important to recognize and control for this pretest difference which 
placed experimental subjects at higher risk of experiencing the outcomes 
of interest, i.e., death, 'hospitalization and institutionalization. 
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TABLE 21 
ADL CHARACTERISTICS OF EXPERIMENTAL AND CONTROL CROUPS AI PRETEST 
EXP CONTROL 
K -% r-r Chi-S9uare p-Value 
A. Instrumental ADL (e11.!t. 2) (i totelly unable) 
1. Use of Phone 120 123 6.29 <.05 
15 6 
2. Travel 121 123 15.92 <.001 
33 13 
3. Shop 122 123 11.30 <.01 
67 46 
4. Cook 122 123 28.61 . <.001 
32 14 
5. Cleen 122 123 10.10 <.01 
50 32 
6. Take Heds. 119 121 9.49 <.01 
11 2 
7. Raodle Honey 120 123 5.84 <.06 
23 15 
B. Phxsical ADL (2 totally unable) 
1. !at 122 123 8.13 <.05 
16 5 
2. Dresa 121 123 5.85 .06 
9 3 
3. Groo .. 122 123 3.86 os 
U 6 
4. Walk 122 123 7.96 <.02 
14 5 
5. Transfer 122 123 6.70 <.05 
7 1 
6. Bathe 122 122 3.10 na 
17 11 
7. Continent. 121 122 1.57 ns 
Ko 23 17 
C. ADL Heleer 
1. Aveilable 122 123 as 
Yes 88 93 
2. Relationship of 
Hajor ADL Helper 110 116 as 
apouse n 9 
chUd 26 22 
relative 22 16 
fdend 20 22 
paid worker 16 25 
other 3 5 
3. IIelat10uhip of 
Other ADL Halper 56 59 as 
Chlld 39 24 
\Ielativa 20 12 
Fdaod 20 34 
Paid Worker 18 29 
Other • 4 2 
Use of Community Services 
Table 22 presents the percentage of subjects in both groups who 
expressed a need for but were not receiving a variety of fifteen 
comrnmuoity serv,ices at pretest. These are subjects who were underserved 
by the community at the time of acceptance to either program. For the 
HOSCH group. the needs most frequently identified as unmet included meal 
preparation. transportation. participation in social activities and 
relocation help. The high percentage of subjects needing meal prepara-
tion reflects the fact that some individuals were still on the MaSCH 
waiting list at pretest and had not yet received the meals se"rvice. The 
priority of needs for the Five Hospital sample was different and re-
flects their poorer physical health. already alluded to earlier. ? ? ? ? ?
iog the list of services'needed were systematic evaluation. nursing 
care. transportation. hornelMkiog help and personal care. An important 
measure of treatment implementation will be the extent to which unmet ' 
needs decline for both groups at posttest. 
Summary Ratings 
Table 23 depicts the rating of subjects in each group by inter-
viewers according to definitions provided on the OMFAQ instrument. 
These ratings were based jointly on interviewers' knowledge of the 
subject's objective situation and on their impressions of the subject 
and his or her environment at the time of the interview. The ratings 
thus contain elements of both quantitative and qualitative measure-
ment. tn addition. the ratings serve as a descriptive summary which. 
for the most part. is consistent with the pretest findings already 
discussed. 
TABLP. 22 
PERCENTAGE ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? AND CONTROL GROUP SUBJECTS AT PRETEST 
EXPRESSING AN UNMET NEED FOR ? ? ? ? ? ? ? ? ? ? SERVICES 
EXP CONTROL 
-%- % Chi-Square p-value 
Transportation 21 28 1.32 ns 
Participation in Social 15 19 0.57 llS 
Activities 
Mental Health treatment 8 7 0.07 ns 
Personal Care 18 11 1.98 ns 
Nursing Care 25 7 12.05 <.001 
Physical Therapy 16 8 3.03 ns 
Continuous Supervision 6 9 0.65 ns 
Checking Service 8 8 0 ns 
Relocation Aid 10 17 2.10 ns 
Homemaking Help 20 12 2.38 ns 
Mp.al Preparaion 8 46 36.63 <.001 
Administrative Help 3 7 1.68 ns 
Systematic Evaluation 35 12 14.48 <.001 
Coordination Help 15 10 1.14 ns 
Remedial Training 0 3 3.05 ns 
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? ? ? ?
First. with respect to social resource ratings. a significant group 
difference was observed (X .. 12.88. df .. 4 • .Eo < .025). This difference 
stems mainly from a higher percentage of control group subjects who fell 
into the moderately impaired category. This probably reflects the 
differences between the two groQps already mentioned. namely. an in-
creased tendency of controls to both live alone and also to report help 
to be available for a short time or less. Despite this difference. 
however. it is interesting to observe that about 20% of each group falls 
into the severe to totally impaired categories. These are the individ-
uals whom we would hypothesize are at the highest risk of institutional-
ization because of lack of social supports. Conversely. analysis of the 
economic ratings revealed no significant differences between the two 
groups. This finding suggests that. in this study. economic indicators 
do not differentiate well between the two groups and· are unlikely to be 
a source of bias with respect to outcomes. Mental health resource 
ratings shown on this Table are also consistent with the analysis of 
pretest responses to the OMFAQ items. These ratings are comparable for 
the two groups. with 12 to 20% of subjects in both groups occupying the 
severe and totally impaired categories at pretest. 
Significant differences were observed. however. with respect to the 
two remaining dimensions of physical health and ADL functioning. The 
physical health difference is comprised chiefly of a decreased percen-
tage of control group subjects in the mildly impaired category (8% vs. 
20%) and a corresponding increased percentage of these subjects in the 
moderately impaired category (72% vs. 61%). However, a difference of 
this type is not consistent with responses to the OMFAQ items. since 
these have already been demonstrated to indicate that Five Hospital 
TABLE 23 117 
INTERVIEWER RATINGS OF ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? FUNCTIONAL RESOURCES FOR 
EXPERIMENTAL AND CONTROL CROUP SUBJECTS AT PRETEST 
EXP CONTROL 
N ? ? ? ? N " e-value Social Resources 122 123 <.025 
1. Excellent 6 6 
2. Good 26 15 
3. Mild Impairment 22 18 
4. Moderate " 25 44 
5. Severe " 16 15 
6. Total .. " 6 2 
Economic Resources 122 123 os 
1. Excellent 9 3 
2. Good 31 32 
3. Mild Impairment 43 .39 
4. Moderate .. 16 24 
5. Severe " 0 2 
6. Total .. 0 0 
Mental Health 122 123 ns 
1. Excellent 3 2 
2. Good 17 11 
3. Mild IClpairment 27 30 
4. Moderate .. 32 35 
5. Severe .. 18 22 
6. Total .. 2 1 
Physical Health 122 123 <.05 
1. Excellent 0 0 
2. Good 1 1 
3. Mild Impairment 20 8 
4. Moderate .. 61 72 
5. Severe .. 16 19 
6. Total .. 2 0 
ADL 122 123 <.001 
1. Excellent a 0 
2. Good 1 1 
3. Mild Impairment 17 7 
4. Moderate .. 53 81 
5. Severe .. 21 9 
6. Total H 8 3 
subjects were at ? ? ? ? ? ? ? ? if not more. physically impaired than con-
trols on measured items. For this reason. it is hypothesized that this 
difference is a spurious one which reflects the rater bias already 
discussed in Chapter four; i.e •• the tendency of the clinician raters to 
underrate physical health impairment and the tendency of research raters 
to overrate the same. 
Inspection of Table 24 which presents data on overall impairment 
levels for the two groups. indicates that differences between the two 
groups observed on the Social and ADl dimensions. tend to cancel one 
another out when the two groups' overall functioning at pretest is 
compared. For example. both the Cumulative Impairment Scores and the 
GAO Impairment classification reveal very similar patterns for both 
groups. both with respect to the range and distribution of scores. Of 
particular note. here, is the rather marked impairment of both groups. 
Previous investigations using the OMFAQ instrument at Duke have indi-
cated, for example, that a cumulative impairment score of 17.5 or above 
is descriptive of subjects already residing in institutions. It is 
worth noting here, that at pretest 57% of experimentals and 65% of 
control group subjects met this description. Additionally, using the 
GAO classification of overall impairment which cites great impairment as 
the cutting point between cost-effective management in institutions vs. 
communities, it can be seen that 58% of experimentals and 64% of 
controls were this seriously impaired at pretest. The sample described. 
here. is thus typified by a degree of infirmity and frailty which would 
seem to well satisfy the criterion of being at high risk of 
instItutionalization. 
TABLE 24 
OVERALL UIPAIRMENT LEVELS OF EXPERIMENTAl. 
























3. Hild Imp. 
4. Mod. Imp-. 
5. Generally Imp. 
6. Greatly Imp. 
7. Very Greatly Imp. 



























































lCumulative Impairment Scores range from five (excellent 
functioning in all five dimensions) to 30 (total impairment in 
functioning in all five areas). A score of 17.5 and above on the CIS 
has been found to describe residents of institutions in previous surveys 
at Duke. See, for example, Eric Pfeiffer videotaped speech to Agency 
Directors participating in GAO Study of The Well-being of Older People 




In order to more fully amplify this point regarding the precarious 
functional status which,characterized subjects in both groups at pretest 
the following very brief illustrations are provided of ? ? ? ? ? ? ? ? in both 
groups. Given the fact that the Cumulative Impairment Scores described 
above range from a low of 11 to a high of 25, for ? ? ? ? ? study sample, 
this range was divided to provide three categories of mild, moderate, 
and severe functional impairment at pretest. In the section to follow, 
specific case examples will be cited to illustrate each of these cate-
gories. 
Mild Impairment (CIS of 11-15) 
Mrs. K. was a 72 year old woman who was accepted along ,gith her 
husband as a client of the Five Hospital Program. She lived with her 
husband in a small but comfortable apartment in a modern Chicago Uousing 
Authority building for senior citizens and handicapped. She had com-
pleted the sixth grade in school and was a housewife for most of her 
adult life. Mrs. K.'s married son did not live with her, but called 
daily and was very attentive to her. Because of the housing subsidy 
which she and her husband received, they were able to manage very well 
on their combined income of $4,404.00 a year. 
Mrs. K. was mentally well-oriented at pretest but coping with a 
fair amount of stress. She was extremely hard of hearing and had re-
cently been discharged from the hospital following treatment for phle-
bitis. Her hearing deficit was somewhat compensated for by a telephone 
? ? ? ? ? ? ? ? ? ? ? and by flashing lights which indicated that the door bell was 
being used. She was receiving rigorous medical treatment with antico-
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agulants for her phlebitis and was supposed to refrain from strenuous 
physical activity and lie down with her feet elevated for large portiops 
of the day. Unfortunately, Mrs. K.'s husband, who had also been accep-
ted by the Program, was a complete invalid who suffered from bilateral 
above the ,knee amputations, mental confusion and cancer. He was cur-
rently undergoing daily. out-patient radiotherapy sessions at a nearby 
hospital but required help in getting bathed, dressed and down to the 
building lobby where he could be picked up for transportation. Mrs. K. 
was anticipated by staff at admission to the Program, to have a good 
prognosis for ultimate recovery from her illness, at which time she 
would be discharged from the Program, but services for her husband would 
continue. Her case is a good illustration of the mildly impaired indi-
vidual for whom supportive services can make a critical difference at a 
point in time when either adaptive or maladaptive responses can be made 
to a stressful episode of illness. 
Moderate Impairment (CIS 15-29) 
Mrs. S. is a MOSCH client who exemplifies a client of moderate 
functional impairment. Mrs. S. was 95 years old and lived alone in a 
Chicago Housing Authority'building for senior citizens at the'time she 
was accepted for home delivered meal service. She had a 60 year old 
daughter who worked but v.isited regularly on week-ends and assisted her 
mother with many chores in her apartment. Mrs. S. was a cheerful and 
pleasant white-haired lady who was somewhat confused regarding the date, 
her addresss, and current events. She had completed the equivalent of a 
sixth grade education in Sweden and had also been a housewife most of 
her ·adult life. Because of her housing subsidy, she was managing rela-
tively well on ber incone of $3,036.00 per year. Mrs. S. had no psychi-
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atric complaints. She used a hearing aid and glasses and had only mild 
arthritis in her left hand. However. she was becoming ? ? ? ? ? ? ? ? ? ? ? ?
forgetful and confused at times. "due to old age" as her daughter put 
it. Her daughter accordingly had applied for home delivered meals for 
her mother who was forgetting to prepare meals and eat regularly'. Mrs. 
S. could perform most of her physical ADL activities independently but 
was beginning to require more assistance with the IADL activities of 
travelling. shopping. cooking. and cleaning. Mrs. S. is a good example 
of an elderly person who suffers from no particular catastrophic ill-
ness. but rather is becoming frail with advanced age and is beginning to 
require help of a long term nature. 
Severe Impairment (CIS - 20-25) 
Mrs. K.'s husband. already cited. is a good example of a Five 
Hospital client who suffered from advanced and marked mental. physical 
and ADL impairment. Miss C. is a good example of a severely impaired 
.10SCH client. Miss C. was difficult to communicate with on the tele-
phone when the pretest interview was set uP. as she was extremely hard 
of hearing. She was a tiny 95 year-old lady who wore a little doily on 
her gray hair. She could'not answer any of the short portable mental 
status questions correctly. but it was difficult to determine whether 
this was primarily because of confusion or hearing problems. She lived 
alone in a very small and untidy one room studio apartment. Miss C. had 
never married but had a 60 year old niece who lived in the suburbs and 
visited her from time to time. She had also completed eight years of 
schooling and had previously worked as a stenographer. She managed very 
precariously on her small Social Security income of $1800.00 a year and 
was unable to answer most of the questions dealing with her economic 
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future. Miss C. felt things would be alright for her "as long as she 
could do things for herself." She thought her mental health was worse 
than it had been in the past, remarking that she was "smart ? ? ? ? ? ? she was 
a kid." 
She had not been to see a doctor in the six months prior to her 
application for the meals, stating that she. "needs to have an ailment" 
before she sees one. She was not taking any medication but suffered 
from hardening of the arteries, very bad eyesight due to advanced 
cataracts.and extremely poor hearing. Because of her hearing, she. could 
not use the phone well, nor could she dial numbers since she could not 
read them. She was also quite impaired with respect to the other IADL 
activities of travelling, shopping, cooking, cleaning, taking medica-
tions and handling money. 
Miss C. was unable to wash her clothes or her hair and complained 
of pain when she walked. She expressed a wish that her niece would 
visit more often, but she couldn't find her number and couldn't call 
her. Miss C. thought housekeeping help in addition to the meals would 
be useful to her and expressed a desire to move to a room with a view of 
Lincoln Park. Over all, Miss C. was finding it very difficult to cope 
with serious impairments in all five areas of functioning and she illu-
strates·the interactive and multiplicative.rather than additive nature 
of compounded functional impairments. 
SUlDDlary 
The previous sections of this chapter purposely dealt in some 
detail with the comprehensive amount of pretest data which was collected 
for this study of impaired elderly residing in the community. For 
12.4 
purposes of data analysis. however.it was important to reduce this rich 
amount of data to a manageable. and assimilatable size. In order to 
accomplish this. the following strategy was employed. In order to be as 
sensitive to potential selection biases as possible in detecting poten-
tial differences between the two groups at pretest. a variable was 
defined as significantly differentiating between the two groups if its 
measure of association achieved a significance level of .2 or less. 
Figure 3 depicts 10 clusters of variables which met this criterion. ? ? ? ?
"plus" signs located above the boxes in this Figure indicate that Five 
Hospital subjects were advantaged according to these dimensions. while 
the "minus" signs indicate relative diadvantagement at pretest. 
For example. with respect to social and demographic characteristics 
? ? ? ? ? ? ? ? ? ? in Boxes Al •2 and· 3• Five Hospital subjects were on average 3 
years older. less well educated. more frequently lived with children 
than controls. reported help to be available for a longer time if Sick. 
and were more optimistic about their economic security. With respect to 
race. sex. marital status. type of residence and median income. however. 
(as already demonstrated) the two groups were remarkably similar. 
Although the two groups had almost identical disease patterns by 
prevalence and severity of illnesses. Five Hospital subjects on average 
had seen physicians less frequently than controls. as can be seen in Box 
B1• They also were confined to wheelchairs in greater numbers. used 
commodes more often. more frequently perceived a need for increased 
medical care and were more homebound than controls (85% vs. 54% on 
average making ? ? round trips in a week). In addition. despite the fact 
that disease prevalence was similar for both groups. Five Hospital 
subjects were taking fewer medication as can be seen in Box B2• These 
een U 




CONCEPTUAL GROUPING 01' VARIABLES WHICH DIPFBRENTIATED B¥1'WEEN 
ElIPERDlEHTAL ARB COIITROL CROUP SUBJECTS A'! PRETEST 
(+ • BIAS PAVORING BXPERlHBNTALS 








Duration help available 
Life Satisfaction 
Feela nO one underatanda 
B. Phplcal Health and ADL 
(-) 





Slee Take Medicine 
Handle Hone:; 
c. Communit, Heeda 
(-) 
Assets Sufficient 
Able to P8, 
Delree needa met 
Income fraa famil, 
Haed financial east. 
Pa78 for food 
Own ROlli! 
(-) 



















I'll variables achieved aip1ficance level of .2 of leas and were thua ju4118d to at lust marginall, distinaulah 
betvaan the tllO &roups. 
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findings suggest that Five Hospital subjects may have been medically 
underserved and more physically impaired than controls at pretest. 
Inspection of Boxes B3- 5 on Figure 1. ADL Functioning. supports this 
view. On 9 of 14 ADL variables. Five Hospital subjects were signifi-
cantly more impaired in functioning. particularly with regard to instru-
mental activities. In summary, Five Hospital subjects were disadvan-
taged with respect to age, use of medical care. ? ? ? ? ADL functioning but 
were advantaged in terms of social supports and economic outlook. 
It seems fair to conclude, after a review of the overall pretest 
status of the two groups, that, given the non-equivalent nature of the 
two groups and their se1.f-se1ection into treatment, in the great major-
ity of instances, their characteristics as measured by the OMFAQ instru-
ment at Pretest are remarkably similar. This does not diminish the 
fact, however, that certain distinct differences were observed, nor does 
it diminish the fact that certain of these differences may unequally 
affect and be substantively related to the outcomes of interest to this 
study. 
For instance, since both impairment in social supports and impair-
ment in ADL functioning have been found to be associated with increased 
rates of insitutionalization in previous studies, it was important to 
control for these differences as well as possible in the analysis of 




This chapter presents the major findings from the portion of the 
study which dealt with service outcomes. The utilization data which 
comprise the forllldtive portion of the study will. be presented in Chapter 
Seven to follow. Findings presented in this chapter deal with 
differential outcomes observed between the experimental and control 
groups at the conclusion of each subject's nine month study period. The 
topics presented. in turn. include attrition. deaths. functional status. 
hospitalization and institutionalization. They will be followed by a 
summar.y and discussion of rival hypotheses. 
Attrition 
Two types of attrition which present potential "threats to internal 
validity will be discussed. These are sample attrition and attrition 
from posttest measurement. The former refers to subjects lost to 
follow-up at posttest for whom no responses to the OMFAQ instrument \Y'ere 
obtained." The latter refers to instances of missing data on completed 
posttest questionnaires i.e •• "non-response "to certain items. 1 
Data concerning sample attrition at post test indicate that both the 
proportion of subjects who were not included in the Om'AQ sample at 
1 Jacob Cohen and Patricia Cohen. Applied l1ult iple 
Regression/Correlation Analysis for the Behavioral Sciences. 
(Hillsdale: Lawrence Erlbaum. Associates). p. 265. 
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posttest and the reasons for their ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? are remarkably similar 
for both groups. One hundred and one or 83% of a potential 122 
experimental subjects were included in the posttest functional status 
sample as were 100 or 81% of a potential 123 controls. The most common 
reason ill both groups for non-inclusion in the posttest sample was 
death. Fourteen or 12% of all experimental subjects died during the 
nine months study perIod accounting for 67% of the experimental sample 
loss at posttest. Similarly. 13 or 11% of all control group subjects 
died durIng their nine month study period. accounting for 57% of the 
control group sample loss. Since mortality constitutes one of the major 
outcome measures of this study. findings concerning the characteristics 
of these subjects will be discussed further in the next section of this 
chapter. 
Refusal to participate in the posttest interview was the second 
most common reason for attrition in both groups and was ? ? ? ? ? ? ? ? ? ? ? low 
when one considers that the instrument required an average of 60 minutes 
(modal time) for completion. Seven or 6% of subjects in both samples 
refused to be re-interviewed. constituting 33% of the sample loss among 
experimental subjects and 30% among controls. The similarity of both 
the proportions and causes of sample loss in both groups would suggest 
that this type of attrition is not a source of bias in this study. 
Moreover. since outcome. data regarding deaths. hospitalization and 
institutionalization were obtained for all subjects in both groups 
regardless of attrition from OlWAQ posttest measuremenc. any threats to 
internal validity deriving from differential attrition pertain only to 
the OMFAQ functional status outcome measures. For this reason the 
method of dealing with attrition in the analysis has been deferred to 
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the discussion of functional status outcomes which is presented later in 
this chapater. Since the greatest single cause of sample attrition was 
mortality, however, the findings regarding this outcome are discussed 
next. 
Mortality 
As previously mentioned, mortality rates observed for the two 
groups at post test were remarkably similar; namely 14 of a potential 122 
subjects, or 12% for experimentals and 13 of a potential 123 subjects 'or 
11% for ? ? ? ? ? ? ? ? ? ? This finding of a nearly identical rate would appear 
to indicate at first glance that no difference in this outcome was 
observed between the two groups. However, because of the fact that 
similar rates might mask different characteristics of subjects who died 
in both groups, further descriptive within and between group bivariate 
analyses were deemed appropriate. 
Accordingly, the same groups of variables which were presented in 
the Pretest chapter were re-analyzed with regard to both similarities 
and differences observed between ? ? ? ? ? ? ? ? ? ? ? ? ? and control group subjects 
who died during the study period, and also with regard to similarities 
and differences observed between subjects who died and the overall 
pretest samples from which they were derived. In order to distinguish 
major from minor changes with such a small sample (N-14 and 13), 
two criteria were used. First, each variable within either group was 
required to exhibit an increased prevalence rate of 25% among decedents 
in contrast to its prevalence rate in either total pretest sample. 
Secondly, each variable also was required to be present among at least 
30% of those subjects who died. Variables which met these two criteria 
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thuG differentiated between survivors anel non-survi';'ors in both groups. 
and also characterized a reasonable number of subjects who later died in 
both groups. These variables. once identified. were labeled "potential 
risk factors." 
Three different sets of potential risk factors were identified and 
are described. The first set. displayed on Table 25. consists of 
characteristics which appeared to be operating in the same direction 
among both experimental and control group subjects who died. This Table 
indicates that. in both groups. individuals who died were more likely to 
be male. socially isolated. and physically impaired. They were also 
more likely than their survivor counterparts to suffer from severe heart 
disease and to enter a hospital and/or nursing home during the study 
period. Finally. ? ? ? ? ? ? ? ? ? ? ? with the above. they were also more likely 
to exhibit more areas of serious impairment across functioning. or to be 
seriously multiply-impaired. 
In contrast. the second and third sets of risk factors displayed on 
0" 
Table 26 depict factors which were dif"ferentially associated with deaths 
occurring among either experimental or control group subjects. 
Variables on the left hand side of the table were associated with deaths 
in the experimental sample. while variables on the right hand side 
describe control group deaths. 
According to this analysiS. Five Hospital group subjects who died 
were more likely than both controls and experimental survivors to be 
socially disadvantaged insofar as they were ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? widowed, 
and reported seeing their families too infrequently. as well as no help 
available in case of illness, and more reliance on friends than kin for 
support when ill. Conversely. they were relatively well off 
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TABLE 25 
VARIABLES ASSOCIATED WITH SUltLAR INCREASED RISK OF 
MORTALITY AMONG EXPERIHENTAL AND CONTROL GROUP SUBJECTS 
EXP (N=14) CONTROL (N=-l3) 
%increase %increase 
from overall from overall 
% deaths Pretest level % deaths Pretest level 
? ? ? ? ? ? ? ? ? ? ? ? ?
1. sex 
male 43 80 39 50 
Social Resources 
1. tl phone contacts 
in the past week 
none 33 106 30 73 
Physical Health 
1. severe heart disease 29 38 13 138 
2. use cane 57 30 62 32 
3. self-perception 
of health status 
(fair to poor) 83 24 90 32 
4. hospitalized 
during study 
period 80 1.3 92 74 
5. admitted to a 
nursing home during 
the study period 31 138 46 100 
Over-All Imeairment 
1. GAO Classification 
(greatly to extremely 










VARIABLES ASSOCIATED WITH DIFFERENTIAL RISK OF MORTALITY 
AKONG EXPERIMENTAL AND CONTROL GROUP SUBJECTS 
EXl' CONTROL 
% deatha%" increaae2 ? ? ? ? ? ? ? ? ? % deatha % increase 
Widowed 43 59 1. 4-6 months of U1-
(54) (4) neaa daya ? ? ? ? ? ? to 
atudy 42 
saw taad1y too 80 43 (14) 
Infrequeat1y (SO) (-10) 
2. mora than one dis-
na help aval1ab1. eaae ? ? ? ? ? ? ? ? ? ? ?
if alclc 42 163 lIl'eat1y 54 
(0) (-100) (38) 
relatioaahLp of 3. health Interferea 
help..: • fdead 50 138 Iraat1y 100 
(50) (32) (70) 
econaBlc ratLal • 57 43 4. aevere arthrltLa 39 
excellent to load (15) (-57) (31) 
physical health ratiol 5. severe circulatory 
of aevaTS1y to totally problelllS 39 
impaired 43 139 (21) 
(23) (21) 
6 •. poor vision 37 
iacontinent 43 B7 (31) 
(15) (-12) 
1. poor headna 31 
need Ulllllllt ? ? ? ? (21) 
nuraLna c:are 50 100 
(0) (-100) 8. incraased ? ? ? ? ? of 
hoapLtal admLaaiona 
pdor to study 77 
(29) 
9. totally unable tal 
cook 23 
(29) 
10. clean 54 
(57) 
11. handle money 31 
(8) 
12. bethe 25 
(.7) 
13. ADL raeLna of 
aevere1y to totally 
Lmpalred 23 
(14) 
14. C.I.S. 18 or above 92 
(64) 
1numbers In parenthesee repreaent findinsa for counterpart Iroup on 8ama 
vadab10. 
































economically cornparad to others, but received the highest or most severe 
physical health impairment ratings in either group. Consistent with the 
latter finding, they were also most likely to experience problems with 
continence as well as to express an unmet need for nursing care at 
pretest. 
In contrast, control group subjects who died were most likely to 
exhibit impairment in physical health and ADL activities. For example, 
increased numbers of them reported experiencing a lengthy period of 
illness prior to pretest, in addition to increased prevalence of chronic 
disorders such as severe arthritis and circulatory problems as well as 
serious vision and hearing defects. Control group subjects who died 
also reported in greater numbers at pretest that they had several 
diseases which interfered greatly with their activities and that, 
overall, their health interfered greatly with things which they would 
like to do. This latter characteristic is consistent with their 
increased impairment in ADL, relative to their overall pretest group. 
Specifically, at pretest they were more likely to be totally unable to 
clean, cook, handle money and bathe than surviving controls. They also 
received higher or more impaired ADL ratings from interviewers, as well 
as higher cumulative impairment scores Which indicate either more severe 
impairments in a few areas or multiple moderate overall functional 
impairments. To summarize, the above pattern suggests that, at pretest. 
control group decedents more closely resembled the overall experimental 
pretest sample than their own total pretest sample. This observation, 
in turn. suggests that chronic disability and ADL ? ? ? ? ? ? ? ? ? ? ? are core 
powerful predictors of death for controls than experimentals within the 
nine month study period. 
13.4 
Unfortunately. given the small numbers of subjects who experienced 
this outcome in both groups. it is not possible to derive any 
conclusions regarding effects of the Five Hospital Program treatment on 
this outcome. However. when one considers the fact that the 
experimentals on average at pretest were older and more impaired than 
controls. the lack of a higher death rate for this group. in and of 
itself. may suggest a beneficial treatment effect. Talten together. the 
two factors suggest: that the rate of deaths among the experimental 
sample might have been higher without the intervention of the home care 
serv'lces. Such a finding would be consistent with the previous work of 
Skellie • .!!....!!. •• and Weissert • .!!....!!. •• who have observed a beneficial 
effect'of home care services on mortality in randomized 
experiments. 1• 2 Unfortunately. the evidence from this study, is 
suggestive rather than conclusive. It does indicate. ? ? ? ? ? ? ? ? ? that a 
follow-up study of this ? ? ? ? ? ? ? ? in this sample would be of interest and 
that replication of this study uSing a randomized design and a larger 
sample size would be useful 1n confirming or d1sconf1rming this' 
suggestion of treatment effect. 
Functional Status Outcomes 
The same within and between group analysis described in the 
? ? ? ? ? ? ? ? ? ? outcome section above. was used in the analysis of functional 
status outcomes. Accordingly. tables were constructed which cross-
tabulated total pretest sample OMFAQ responses with pre and posttest 
I Ske111e • .!!. a1 •• "Community-based Long-Term Care And lfortality". 
2 Weissert et a1.. "Effects And Costs of Day Care And Homemaker 
Services for The Chronically Ill: A Randomized Experiment." 
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responses of survivors only. Thus, for both groups. responses to 
post test variables were compared with pretest responses of the same 
indiv.lduals as well as ? ? ? ? ? ? pretest responses of their orig.lnal total 
pretest sample. In this way both within group posttest change for 
survivors was detected and the role of differential attrition. if any. 
on fluctuations in response ? ? ? ? ? ? be ascertained. Finally. the posttest 
responses of experimental and control group subjects \.,ere compared and 
overall similarities and dissimilarities found were compared with 
pretest between group findings. This process was undertaken in order 
that both within and between group changes occurring over the study 
period could be detected. 
Findings derived from this bivariate analysis revealed that in the 
majority of instances. measures for both groups remained remarkably 
stable over time. This lack of change may reflect true stability of 
these traits in the individuals or. conversely. reflect lack of 
sensitivity in the instrument with respect to its capacity to detect 
small changes. It may also suggest that the sample size was too small 
to detect changes in certai:!. traIts. However. given the pattern of 
change which was detected. and which is described below. the 
insensitivity hypothesis seems the least plausible of the above. 
Those patterns of change which were detected on functional 
dilDensions are discussed in this section following the same outline for 
presentation of findings used previously. Thus, results are presented. 
in turn. for the demographic. social. economic, mental health, physical 
health. ADL. and unmet needs sections of the OMFAQ questionnaire. 
Changes which were detected in these dimensions were analyzed in two 
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ways. First. Hems ,,,hich evidenced change on a particular functional 
dimension were analyzed using analyses of covariance. In thelle 
analyses. treatment. the independent variable. was dummy-coded present 
or absent. the given pretest variable of interest was specified to be 
the covariate and its posttest equivalent was specified to be the 
criterion variable. Tables which present findings from the bivariate 
analysis are included in the appendix for r.eference and findings from 
the analyses of covariance are presented in Table 30. 
Secondly. items tmich indicated a trend toward positive or negative 
outcomes of service ? ? ? ? analyzed according to non-parametric sign 
tests. In these analyses. all items pertaining to the dimension being 
studied were analyzed to ascertain whether the number of positive or 
negative changes observed to occur between Pore and posttest responses 
for those items was greater than would have been expected by chance. 
Reports of these analyses are found in Table 31. 
Social 
." 
The categories of demographic, social and economic variables 
overall revealed the least amount of change or greatest stability in 
both groups. As might be, expected. the two groups remained 
predominantly white and female, and the increased age observed among 
experimental subjects at pretest continued to be significant at 
posttest. Social functioning also remained quite stable over time with 
the following exceptions. While significantly more experimental 
subjects continued to live with children. a change was observed among 
subjects who lived alone at posttest. Specifically, the pretest between 
group difference diminished over time. mainly due to a decline in the 
number of control group subjects who continued to live alone at post test 
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TABU 27 
FINDINGS OF ANALYSES OF COVARIANCE OF FUNCTIONAL STATUS OUTCOHES 
AKDNG EXPEBlHEIITAL AIID CONTROL GROUPS AT POSTTEST 
Ell' COIITROL B P .... alu. 
I o'i"'ii8.a I or meaa ? ? ? ? ? ? ? ? ? ? ? ? ? ? ?(Pre) Poat (Pre) Post .. eat) meat) 
Social 
T1me help 1a availabls -.160 .069 
iadeUDit. (32) 41 (12) 19 
ahort (14) 14· (26) 20 
DOwaad th.1I (38) 29 (38) 42 
aone (16) 16 (23) 29 
Hentel Healtb 
Bate maatal health now 
ve. paat .225 .064 
better (9) 10 (10) 13 
Nme (45) 51 (52) 48 
worae ? ? ? ? ? 39 (38) 39 
Perceptioll of pbyaical 
health 
dearae healtb 
intaderes .312 .059 
DOt at aU (11) 13 (11) S 
a Uttle (21) 34 (29) 33 
a areat deal (67) S3 (61) 62 
ADL iAiil. (I unabla) 
dreaa (9) 13 (2) 1 ? ? ? ? ? ? .008 
batbe (20) 32 (10) 9 -.279 .001 
lncont:laeat (20) 27 (18) 14 -.264 .015 
Unmet Need for COmmun1tZ 
Servicea 
Social activities (IS) 9 (19) 24 -.149 .004 
Parsonal care· (18) 0 (11) 4 -.046 .011 
Nurai. care (22) 2 (9) 9 -.069 .044 
Physical therapy (17) 11 (10) 18 ? ? ? ? ? ? .067 
TADLE 28 
RESULTS OF NON-PARAMETRIC SIGN TESTS OF CRANGR m SELECTlm FUNCTIONAL STATUS OUTCOHES FOR 
EXPERIMENTAL AND CONrR9L GROUP SUBJECTS 
N of Categories p-level 
1. Social 
2. Mental Health 
3. Subjective perception 
of Physicial Health 
Status 













1Figures in parentheses indicate the number of categories which 




(from 76" to 65%), while the number of exper.imental subjects in this 
category remained stable and in fact showed a very slight increase (50" 
to 52%). 
Interestingly, small changes In this functional dimension were 
observed favoring experimentals at posttest. Specifically, ? ? ? increased 
number reported that they were never lonely (from 40 to 44%), in 
contrast to controls who declined from 37 to 35% in this category. In 
addition, more controls reported a decrease in visits with others with 
31% vs. 19% at pretest, reporting none in the week before the post test 
interview. Also, while Five Hospital clients continued to rely mostly 
on kin for social support (88% vs. 84% at pretest) they indicated an 
increase in the duration of help that was available (indefinite and 
short time help at posttest increasing from 46 to 55%). Controls also 
increased their reliance on kin (from 61% to 74% at posttest) but, 
conversely, remained at a disadvantage in terms of duration of help, 
with 6"12: of the sample reporting at pre and Jlosttest that only 
occasional or no help was available to them. Since some ? ? ? ? ? ? ? ? ? ? ? ? ? ?
have voiced concern regarding potential deleterious effects of formal 
home care services on" informal supports, it is interesting to note that 
reliance on families increased in both groups while duration of help was" 
perceived by experimentals to have actually increased during the 
treatment period. However, the trend toward a beneficial ? ? ? ? ? ? ? in this 
area of functioning, while suggestive, did not achieve significance when 




In ? ? ? ? ? ? ? ? ? to the above, economic ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? of the two 
groups as measured on the OMFAQ instrument remained virtually identical 
during the study period. Since no differences ? ? ? ? ? ? ? within or between 
groups were noted on this catesory of functioning, no further analysis 
was conducted on these variables. However. the Tables used for 
bivariate analysis of this dimension are included in the Appendix for 
reference. 
Mental Health 
In contrast, a.nalysis of the third functional dimension of 
interest. mental health, yielded some interesting findings. Of the 
seven variables which measured this dimension, three revealed beneficial 
changes in the experimental group at post test. Specifically. 
experimental ? ? ? ? ? ? ? ? ? evidenced a lower rate of deterioration in 
cognitive functioning (from a pretest X of 2.5 to 2.8, vs. 1.7 to 2.3 
for controls). a decrease in psychiatric symptomatology (from a pretest 
X of 5.3 to 5.1 vs. an increase from 5.5 to 5.8 for controls), and an 
increase in numbers of subjects who described their mental health status 
at posttest as excellent (from 12 to 20% vs. 16 to 13%, for controls). 
However, changes in the first two variables were not significant when 
analysis of covariance was performed and the perception of mental health 
status change was only marginally significant in favor of improvement 
among experimentals, (p < .06). Changes in these variables also did not 
achieve significance when analyzed according to a non-parametric sign 
test. It therefore is concluded that evidence regarding beneficial 




Analysis of physical health functional outcomes also revealed soce 
interesting and somewhat surprising findings. it was orist.nally 
anticipated that the physical health of the experimental sample of quite 
elderly, chronically handicapped persons, would not improve with 
treatment but, conversely, would deteriorate over time despite the 
provision of adequate and appropriate treatment. This is, in fact, what 
occurred during the nine month study period. Specifically, Five 
Hospital subjects reported 'an increased prevalence of severe secondary· 
effects of strokes (19 vs 14%), more partial par.alysis (16 vs. 6% at 
pretest), more impairments in speech (12 vs 10%). and more serious 
urinary disorders (9 vs 3% at pretest), than controls whose prevalence 
rates for the same disorders were quite stable ? ? ? ? ? time. In 
interpreting this finding it is important to remelnber that the 
experimentals on average were also three years older and that an 
increased proportion of controls died who had reported severe 
circulatory problems at pretest, as previously demonstrated. wh1le a 
decrease in this diagnosis was observed for experimentals who died as 
opposed to their overall sample level at pretest. 
This pattern of evidence implies that Five Hospital subjects who 
survived were both more greatly impaired than controls and also at 
greater risk of developing these disorders because of their increased 
age. The same pattern is also found with respect to vision and 
hearing. Specifically. although both groups reported similar levels of 
poor vision and hearing at pretest, four and three percent of control 
group subjects handicapped in this way died. In contrast, experimental 
subjects reported increased impairment in these areas at post test. but 
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those who were handicapped in this way at pretest survived the study 
period. 
The foregoing implies that control group subjects who suffered the 
most disability at pretest died, while experimental subjects survived 
but reported increased physical handicaps over time. Despite this 
evidence of increased handicaps among experimentals, however, an 
interesting change in these subjects' perception of health status was 
observed. SpeCifically, at posttest more experimental subjects reported 
experiencing no sickness days during the six months prior to measurement 
(from 31 at pretest to 41%, vs. a decline from 33 to 30% among 
controls). More experimental subjects also described their health as 
excellent to good at posttest, (45% vs. 37%) while controls reported no 
change (31 vs. 30%) on this measure. More experimentals at posttest, 
(47%.vs. 32% at pretest) also described their health as interfering 
either not at all or a little, while controls declined from 40 to 38% on 
. . the same measure. Finally, an increased number of experimentals at 
Posttest also described their health now vs. the past as better'·or the 
same (46% vs. 32% at pretest, while controls exhibited a lower rate of 
improvement, or 37% vs •• 32% at pretest. All four variables which 
revealed this positive change in perception of health status were 
analyzed using analYSis of covariance, but only degree health interferes 
achieved marginal significance (p-.06) as can be seen on Table 30. 
However, the fact that all four variables exhibited change in the same 
direction is strongly suggestive of improved morale which would be 
consistent with the positive trend indicative of better mental health 
functioning already described. Further, when those variables were 
analyzed using the non-parametric sign test technique a significant 
trend toward beneficial effect of treatment was observed (p<.Ol). Taken 
together the two analyses are strongly suggestive of a beneficial effect 
of treatment. This finding is all the mort:! surprisi-ng because by all 
other more objective measures of health status experimentals remained 
stable or. possibly. deteriorated over time. 
ADL 
Interestingly. ADL measures and. specifically. PADL measures are 
the only variables other than increased incidence of certain diseases 
and disabilities which revealed deterioration in the treatment group. 
The Activities of Daily Living scales were analyzed using four analyses 
of covariance of change in numbers of activities which subjects were 
totally unable to perform. First. both instrumental and physical ADL 
activities were analyzed together. This analysis revealed no 
significant difference between the "two groups. However. when 
instrumental and physical activities were analyzed separately. a 
significant decline in physical ADL was observed in the experimental 
? ? ? ? ?
group (p<.Ol). Since this difference in ADL functioning could be 
attributed to differential sample and measurement attrition at posttest. 
a direct assessment of the contribution of both types of attrition on 
this outcome was made. This involved a 2 x 2 analysis of variance on 
the pretest ADL scores of the two groups (a procedure recommended by 
Jurs and Glass l ). The factors consisted of group assignment. attrition 
status. and their interaction. Neither the main effect of attrition ? ? ? ?
differential attrition proved significant. with p-values in excess of 
IS.C. Jurs and C.V. Class. "The Effect of Experimental 110rtality on the 
Internal and External validity of the Randomized Comparative 
Experiment." Journal of Experimental Education 40 (1971). 62-66. 
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.30. In order to ascertain which variables accounted for this change in 
PADL, all variables in this index were analyzed with the finding that 
experimental subjects differentially declined to a statistically 
significant degree on the specific items of dressing, bathing and 
continence (p= <.01, .01, and .02, respectively). Since more 
experimentals reported an increase in urinary disorders, strokes, and 
partial paralysis at posttest, the decline in continence and dressing 
appeared consistent with these changes. Since bathing is one of the 
most popular services which the hoae health aides provide it is not 
particularly surprising that people may have stopped struggling to give 
themselves sponge baths in favor of a tub bath with the help of an 
aide. 1 While this finding of increased impairment in PADL associated 
with horne care services is consistent with that of Katz and Papsidero 
who have labeled it a dependency effect, it may be just as legitimate to 
categorize this as a reassurance effect of consistent, continued help 
over time Which, significantly, does not appear to be accompanied by 
social or mental health decline. 2,3 
Finally, analysis of change in unmet need for community services 
also revealed a positive ? ? ? ? ? ? ? for experimental subjects vs. 
controls. At pretest, more experimentals expressed unmet needs for 6 of 
1 Indeed , while this investigator was in the Program office one day, 
the aide supervisor returned from an initial introductory visit with an 
aide to a client's home and related the following anecdote. One of the 
first things which the aide did during the visit was to assist the 
client into the tub for a bath, whereupon the elderly client began to 
sob because she had not had a tub bath for more than two years and could 
not get over how good it felt. 
2Katz , et al., Effects of Continued Care: A Study of Chronic 
Illness in the HOme. . 
3papsidero, Chance for Change. 
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15 services than controls. while mor.e controls expressed unmet needs for 
seven other services. At posttest. more controls expressed needs for 
eleven of the fifteen services while experimentals outnumbered them on 
only two; namely transportation and rehabilitation services. Changes in 
unmet need for all fifteen services were analyzed using analysis of 
covariance. Findings revealed that Five Hospital clients' unmet needs 
for participation in social activities. personal care and nursing care 
declined significantly in comparison to controls' (p<.05) while the 
decline in their need for.physical therapy achieved marginal 
significance «.07). 
These findings indicate that the Five Hospital Program was 
? ? ? ? ? ? ? ? ? ? ? in reducing eleven out of fifteen of their client's unmet 
needs. three of which to a statistically significant degree. The fact 
that the unmet needs which reveal the most changes are those most 
relevant to the treatment (i.e •• nursing and personal care) further 
enhances the credibility of attributing this effect to the Program 
.-' 
service. Further, when all changes in amount and types of unmet needs 
for all fifteen services were analyzed for both groups. using the non-
parametric sign test. a hi.ghly significant beneficial effect of 
treatment was observed (p<.OOl). 
In summary. then. the functional status outcomes analysis reveals 
that experimental subjects exhibited a consistent trend towards improved 
socialization and social supports. less deterioration in orientation. 
fewer psychiatric symptoms. perception of both their mental and physical 
health as improved. and interfering less with functioning as well as 
fewer unmet needs for service than controls over the study period. 
Conversely. they also suffered increased prevalence of chronic disease 
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and greater deterioration in specific Physical Activities of Daily 
Li.ving. 
This latter finding is somewhat difficult to interpret and merits 
further discussion of the literature on ADL decline. A number of 
studies have previollsly been conducted regarding the effect of 
rehabilitation services on the ADL status of Nursing Home residents. 
Muller et. al., for example, found no difference in ADL outcomes for 
experimental and control group public assistance Nursing Home residents 
in a study undertaken in the early 60's.1 They concluded that 
underlying physical health factors might have been the decisive factor 
in determining the rehabilitation potential of subjecs in both groups. 
Conversely, Brody et al found beneficial effects of intensive 
rehabilitation services in reducing "excess disabilities" of mentally 
impaired Nursing Home residents. 2 However, a follow-up study found that 
these effects were not sustained over time in the absence of sustained 
application of the treatment. 3 Both Kleban and Brody conceptualized ADL 
functioning as being directly amenable to manipulation through treatment 
thus utilizing a medical or therapeutic orientation to the concept of 
ADL. 
Social psychologists have aproached the issue of ADL, on the other 
hand, from the viewpoint of enhancing a client's motivation to maintain 
1Jonas N. Muller, Jerome S. Tobis and Howard R. Kelman, "The 
Rehabilitation Potential of Nursing Home ReSidents," American Journal of 
Public Health 53:No.2 (1963):243-7. 
2Elaine M. Brody et al., "Excess Disabilities of Mentally Impaired 
Aged: Impact of Individualized Treatment," Gerontologist, 11 :No.2 Pt. 1 
(1971): 124-132. 
JElaine M. Brody et ale "A Longitudinal Look at Excess Disabilities in 
the Mentally Impaired Aged," Gerontologist, 29:1, 79-84. 
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an increase in activities related to self-(".are. For example. in a 
recent art.icle Rodin and Langer have described several studies which 
have investigated the ef fe·cts of "ageism" in dimi.nishing the motivation 
of elderly persons to care for than themselves. 1 For example. they have 
found that younger people make fewer demands on an elderly person. 
because of ? ? ? ? ? ? ? ? ? ? that elderly persons. because of their age. lack 
the compentence to perform tasks themselves. In contrast. when elderly 
clients are presented with environmental rather than age related 
explanations for impaired ? ? ? ? ? ? ? ? ? ? ? ? (for example. attribution of 
increased falls to slippery waxed floors in nursing homes rather than to 
age per se). both their performance and morale have been noted to 
improve in comparison to controls. 
Schulz and ? ? ? ? ? ? ? also support this view of motivation as a 
critical component in maintenance of optimal functioning. 2 For example. 
they report beneficial effects on functioning o.f increased perception of 
control and responsibility for self-care among institutionalized aged. 
They therefore recommend that care in the home. where opportunit·{es for 
control are enhanced. is preferable where possible. 
However. results [rom this study indicate that provision of care in 
the home is paradoxically associated both with perception of improved 
physical health status and functioning among experimental subjects and 
also with decline in specific physical ADL tasks. One explanation for 
1Judith Rodin and Ellen Langer. "Aging I.abels: The Decline of Control 
and the Fall of Self-Esteem". Journal of Social Issues 36:2 (1980): 12-
29. 
2Richard Schulz and Barbara Hartman Hanusa. "Eperimenta1 Social 
Gerontology: A Social Psychological Perspsctive." Journal of Social 
Issues 36:2 (1980): 30-46. 
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this finding may be that experimental clients expressed a need for 
assistance w.lth these services at entry. received assistance and were 
afraid that they might lose this service if they did not appear to 
continue to require it at Posttest. This explanation would be compat-
ible with the funding that their physical health was perceived as 
interfering less at posttest; i.e •• since they received compensatory 
help their physical health impinged on their activities to a lesser 
extent.· This is felt tb be a more plausible explanation for this 
finding than the ageism and lack of control hypotheses since both pro-
fessional staff and home health aides who delivered the experimental 
services were observed by the author to exhibit during training sessions 
and at case conferences sensitivity and awareness regarding these 
issues. In addition, the attribution of decline on· these ADL tasks to 
clients' fear of losing service raises the question of whether decline 
in ADL represents a positive or negative effect. In other words. 
depending upon one's perspective. what policy-makers might perceive to 
be a negative effect of treatment might be perceived by clients to be . 
beneficial insofar as assistance is regularly provided for coping ·with a 
given disability. Furthermore, the improvement in subjective attitudes 
and morale observed in the experimental group would suggest that 
comprehensive outcome measures. particularly with elderly populations 
are indispensable since focussing on ADL alone as an outcome would 
present a very biased view of program effectiveness. However. since 
comprehensive functional status was only one of the four outcomes of 




Rate of hospitalization was chosen as an outcome of interest in 
this study for two reasons. First, it is a variable which is associated 
witl1 major expenditures and secondly, differential findings regarding 
this outcome have been reported in previous studies of home care. In 
this sample, rate of hospitalization during the study period was of 
particular interest insofar as experimental subjects clearly both 
perceived themselves to have been medically underserved at pretest and 
by objective indicators (such as prior hospital days, nursing home days, 
medications and physician visits) actually were less frequent users of 
health care services than controls. Given this ? ? ? ? ? ? ? of unmet need for 
medical care at pretest, it was quite conceivable that once 
experimentals began receiving medical attention, their consumption of 
health care services would increase markedly. perhaps even surpassing. 
that of controls who were already demonstrated to exhibit fairly high 
utilization levels at pretest. Interestingly, the data reveal .that this 
was not the case. 
As Table 29 indicates. a difference between the two groups was 
observed in rate of hospital admissions during the study period, with 
experimentals experiencing·this outcome less frequently than controls 
(35% vs. 53%). However,. when posttest rates were compared to both 
groups' pretest rates, as depicted in row one, it became apparent that 
no within group change had taken place and that a prior trend was 
maintained in both groups. However, this finding of no difference was 
of considerable interest. given the potential negative effect of the 





PRE AND POSTTEST HOSPITALIZATION RATES OBSERVED 
AHONG EXPERUlEWfAL AND CONTROL GROUPS 
EXP CONTROL 
N (%) N (%) 
Pretest hospitalization 
rate 122 (39) 123 (57) 
Post test hospitali-
zation rate 122 (35) 123 (53) 
Subjects hospitalized 
prior to pretest who 
were also hospital-
ized during the study 





.. ? ? ?
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Although no difference in rates of admission was observed between 
the two groups, an attempt '.las made to investigate whether there was any 
differential involvement of individuals who were admit ted in both 
groups. Speci·fically, subjects hospitalized in both groups during the 
study period were compared to subjects hospitalized in both groups 
during the six months prior to pretest. Results of this analysis, also . 
depicted on Table 29. indicate that a much higher proportion of control 
group subjects (37% of controls vs. 13% of experimentals) were hospital 
use'rs both before and during the study period.. This difference in 
pattern of usage was highly significant (p<.OOI, x=17,df=l) and suggests 
that some type of filtering or gate-keeping role may have been played by 
the Five ? ? ? ? ? ? ? ? ? Program. In other words. the Program may have enabled 
certain individuals to achieve access to acute care, While substituting 
a lOWer. level'and less expensive form of care for other subjects who 
previously were.hospital users. In any case, the fact that the low rate 
of hospitalization which characterized Five Hospital subjects at pretest 
remained despite the onset of treatment. suggests that the experimental 
treatment in this case was not inflationary with respect to increasing 
client demand for more expensive health care services. nor ,,,as it 
associated with increased mortality. This, in turn, leads us to the 
fourth and final outcome of interest which is also associated with major 
expenditures; namely, institutionalization. 
Institutionalization 
Rate of institutional admissions was chosen as an outcome measure 
for this study because one of the Five Hospital Program's goals was the 
reduction of inappropriate (i.e., unnecessary nnd/or premature) 
? ? ? ?
institutionalization among its clientele through the provision of 
coordinated medical and social monitoring and maintenance (as opposed to 
skilled) services. 
Analysis of this outcone measure has revealed a consistent and 
significant beneficial effect of treatment. In this case. rates of 
admissions prior to the stud'y period were identical for both groups (8%) 
as depicted on Table 30. Both groups also experienced an increase in 
this rate during the study period. However. the rate of increase in 
admissions during the study period differed dramatically for the two 
groups. with control group admissions increasing almost twice as fast as 
experimentals from 8 to 23% vs. 8 to 13%. respectively. as demonstrated 
in Figure 4. 
Aaditionally. analysis of level of institutional care used in both 
groups. which is depicted in Table 30. revealed that controls 
outnumbered experimentals in each level of care category at posttest. 
with the largest increase occurring in the intermediate care category. 
This particular finding enhances the plausibility of attributing-"'this 
difference to the Five Hospital Program treatment. insofar as this is 
the same level of non-skilled care which is provided by the Program. 
Yet another line of evidence which also enhances the plausibility of a 
treatment effect attributable to Program. is the type of placement which 
was observed. also depicted in Table 30. Here. a striking difference in 
numbers of subjects ? ? ? ? ? ? ? ? ? for long term placements are observed. 
again with twice as many controls (16 vs. 7%) undergoing admissions of 
this type. Since this is the particular type of care for which the Five 
Hospital treatment was intended to substitute, this finding also serves 






PRE AND POSTTEST INSTITUTIONALIZATION 
IN EXPERUfENTAL AND CONTROL GROUPS 
EXP CONTROL 
N (X) N 
Pretest admis-
sion rate 121 (8) 123 
Posttest admis-
sion rate 121 (13) 123 




Type of place- 121 
ment 
long term1 (7) 
temporary (3) 













ISubjects were assumed to occupy this category if they did not occupy 
either of the other two categories. i.e •• these subjects neither died 
in the institution nor were discharged from the institution before the 
end of the study period. ? ? ? ?
FIGURE 4 
PRE AND POSTTEST INSTITUTIONAL ADMISSIONS 
IN EXPERIMENTAL AND CONTROL GROUPS 









effecting this difference. Furthermore, since this long term sub-group 
is the critical group in terms of public expenditures, this finding is 
also signiUcant with respect to its policy implications. 
However, in interpreting these findings, it was important to 
control for other factors related to pretest differences observed 
between the two groups which might also explain the difference observed 
in institutionalization. Specifically. while Five llospital subjects 
were older and more impaired in ADL capacity than controls at pretest, 
they were advantaged in having better social supports. Since lack of 
social supports has been cited in the literature by Townsend, Brody ? ?
.!!.., and Smyer1,2,3 as a factor predictive of inst.ltutionalization. it 
was necessary to control for this baseline difference before attributing 
the decreased rate of institutionalization observed at posttest entirely 
to the Five Hospital treatment. It was also important to control for 
potential differential attrition from pretest measurement and for 
heterogenity of regression in the two groups. Accordingly. these two 
potential threats to validity were investigated and ruled out as 
plausible rival hypotheses through a t-test of the differencea between 
Beta weights for the two groups which revealed no significant differ-
ence. 4 The institutionalization outcome was then analyzed using a 
ITownsend. "The Effects of Family Structure on the Likelihood of 
Admission to an Institution in Old Age: The Application of a General 
Theory. " 
2Brody, et al., "The Family Caring Unit: A lfajor Consideration in 
the Long-termSupport System." 
3Smyer, "The Diffe::-ential Usage of Services by Impaired Elderly." .. 
4Cohen and Cohen, Applied Multiple Regression/Correlation Analysis 
for the Behavioral Sciences. 
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structural 'hierarchical multiple regression analysis which attempted to 
control for measured selection differences. other explanatory variables 
relevant to institutionalization. and treatment. As Table 31 
demonstrates. the inclusion of these additional variables failed to 
degrade the treatment effect which remained significant at the .01 
level. The model used in this analysis accounted for 23% of the total 
variance in institutionalization. with treatment accounting for 5.5%. 
However. since the possibility still remained that this analysis might 
overestimate the treatment effect because of such factors as 
unreliability of the measures used and/or contributions of unmeasured 
factors. attempts were made to seek other patterns of evidence. such as 
utilization of treatment. as discussed in the Chapter to follow. in an 
attempt to corroborate the finding of a beneficial treatment effect. 
Summary 
To summarize. this analysis of four outcomes of expanded home care 
for elderly chronically impaired individuals has found no difference in 
rates of mortality among experiluental and control group subjects despite 
the fact that experimental. subjects were older. more medically 
underserved. and more impaired at pretest. It is therefore suggested 
that the Five Hospital Program treatment may have had a beneficial 
impact on the mortality rate of its subjects. but it is recognized that 
this effect is not possible to conclusively demonstrate with these 
available data. 
TABLE 31 
RESUL'rs OF MUI.TIPLB REGRESSION ANALYSIS ON 
INSTITUTIONALIZATION IN EXPERIMENTAL AND CONTROL CROUPS 
BETA R2 added p-value 
Step 1: 
Age .OLS .05 .001 
Nursing ? ? ? ? ? admission .003 .01 ns 
prior to study 
Ste!! 2: 
Live with child -.184 .01 .016 
Mental health rating .091 .07 .003 
Physical health rating .078 .02 .073 
Need coordination and .106 •. 008 ns 
referral 
Sum of SPMSQ errors .007 .001 ns 
Step 3: 
See family too infrequently .060 .003 ns 
Step 4; 1 Croup identity -.215 .06 -".0001 
1Croup identity was dummy. coded 1 = experimental and 0 a control. In 
this analysis 1 - treatment. 0 = no treatment. 
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Demonstrable effects of. treatment ? ? ? ? ? observed with respect to the . 
? ? ? ? ? ? ? outcome of functional status. however. Specifically. Five 
Hospital subjects exhihited marginally significant gains in duration of 
social supports. a lower rate of cognitive decline. perceived their 
mental health to be improved and their physical health to interfere less 
greatly at posttest. and expressed significantly fewer unmet needs. In 
addition. however. although no difference in instrumental ADL activities 
was observed between the two groups. a statistically significant 
deterioration in PADL activities was noted among experimentals. 
specifically involving the activities of dressing. bathing and 
continence. It is suggasted that part of this impairment may be related 
to increased incidence of strokes. partial paralysis and urinary 
problems reported by experimentals at posttest and that the decline in 
ability to bathe oneself may reflect a positive rather than a negative 
treatment effect from the client's viewpoint, since the compensatory 
help which clients receive from the aide in bathing may be more 
preferable to them than the sponge baths which for many constituted the 
only alternative. 
Interestingly, no difference in rates of hospitalization were 
observed between the two groups, although fewer experimental subjects 
hospitalized during the study period were "repeaters" than controls. It 
appears •. therefore. that no increase in hospitalization was associated 
with the expanded home care treatment despite the fact that 
experimentals were demonstrably medically undeserved in comparison to 
controls at pretest. 
Finally. a strong effect of treatment was observed on reduced rates 
of institutionalization for experimental subjects. Group differences at 
posttest in both types 3nd level or institutional placement support this 
finding. The treatment effect also persisted when examined in a 
multivariate Analysis which controlled for selection differences and 
other explanatory variables. Other lines of evidence which support this 
finding will be presented in the Service Utilization chapter to follow. 
In summary, most of the findings described above demonstrate 
beneficial affects of the Five Hospital Program on its clientele. with 
the exception of physical ADL. Of interest now is the material 
presented in the next chapter. namely, the amount and types of services 




This chapter presents the findings from the formative portion of 
this evaluation. Information derived from a formative evaluation is 
useful for several different purposes. First, information regarding 
units of service received is useful in demonstrating whether or not an 
intended treatment was in fact received and, further, received in 
differing amounts by treatment and control groups. In this respect it 
is an aid to ruling out threats to internal validity such as 
compensatory equalization of treatment and control groups. Secondly, it 
is useful in corroborating treatment effects insofar as a strong 
correlation between level of service usage and outcomes observed is an 
aid to causal inference of a "dose-response" type. Third, formative 
data also allow insight into different patterns of service ? ? ? ? ? ? ? ? ? ? ? ?
by client characteristics, .thereby providing information about the 
appropriateness of types and level of service as well as predictive 
information to program administrators. Finally, formative data are also 
of use in demonstrating the extent to which the treatment mayor may not 
be replLcable in terms of volume and costs of services required in order 
to achieve treatment effects. Findings pertaining to each ·of these uses 
of formative data are presented in turn in this chapter. 
1M 
repeated with one difference. In this case. actual number of home 
health aide visits was entered in place of group identity. As depicted 
on Table 36. the results for this analysis are virtually identical to 
those shown earlier in Table 31 with the exception of the fact that the 
amount of variance explained (R2) declines slightly. 
Taken as a group. the relationships between service utilization and 
outcomes described above tend to be quite consistent with the same 
treatment effects already described in Chapter Six. insofar as 
beneficial effect of treatment on mortality and institutionalization are 
corroborated. while the only negative effect of treatment observed, 
decline in ADL activities. is also maintained. 
A final qualitative way of inferring beneficial effect of 
treatment. is an analys'is of client length of service as a proxy for 
client satisfaction with service. Table 37 presents the findings from 
an analysis of length of service and reason for discharge observed in 
the experimental and control groups. According to this analYSiS, . only 
45% of control group subjects continued to receive the meals throughout 
the entire nine month study period, in contrast to 73% of 
? ? ? ? ? ? ? ? ? ? ? ? ? ? ? Analysis of reason for discharge further reveals that 
the most common reason among controls was refusal of service (22%) while 
only 5% of experimentals occupied this category. Additionally, three 
times as many controls were discharged to institutions (17% vs 7), while 
the most common reason for discharge among experimentals was death (9% 
vs. 5% for controls.) 
Since experimental subjects were not forced to continue receiving 
the Program services, these findings suggest that the majority of 
? ? ? ? ? ? ? ? ? in this group perceived the service to be beneficial. This 
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Rccc"ption of TreCltClent 
Table 32 depict"s numbers of home health care visits received by 
both experimental and control group subjects during the nine month study 
period. These visits are grouped according to the type of staff 
providing care and reveal. that a significant difference in service 
utilization occurred in the two groups. Specifically. while control 
group subjects at posttest continued to exceed experimentals in 
utilization of physicIan visits (X 5.6 vs. 3.6). experimentals exceeded 
controls in use of nurse (X 9.6 vs. 1.5). social work (X 6.7 vs. °1•8) 
and home health aide (! 22 vs. 7.2) visits during the study period. 
This finding strongly infers that the intended differential reception of 
long term maintenance-type home care did occur during the study 
period. Although records used to obtain service 'data for control group 
clients were not as complete as those used for experimentals it is felt 
that utilization data reported for the controls which include agency 
records and client self-reports represent reasonable estimates .1_ .. 
Further analysis of these utilization data with respect to outcomes 
observed. as described below. also tend to support this view. 
Relationship of Service Utilization to Service Outcomes Observed 
In order to detect congruence. if any, between effects of services. 
as described in the previous chapter, and volume and type of service 
IThe validity of this observation is supported by the findings of a 
recent study by Stephen Green, et al., "The Collection of Service 
Utilization Data: A Research Noteon Validity," in Social Science and 
Medicine. Vol. 13A, 1979, pp. 231-234. Green, et al •• compared 
respondent recall to agency record audits and fOUDd-r-that the greatest 
correspondence between recall and records occurred with respect to home 
delivered meals and home health services. 
TABLE 32 
HEAN NUMBER OF VISITS ? ? ? ? ? ? BY MAJOR SERVICE PROVIDERS TO 






Social work 122 
Home Health Aide 122 
Cleaning 122 
Bath 122 






































IGroup ? ? ? ? ? ? ? ? ? ? ? ? for all mean service visits were significant at 
p-levels ranging from .05 to .001. 
2physician visits for. control group subjects were not obtainable 
from MOSCH records. Therefore, for both groups, clients' self-reported 
? ? ? ? ? ? ? ? ? ? visits obtained on the OMFAQ instrument are used here. All 




received. major outcomes observed in both groups were analyzed according 
to light. moderate and heavy use of service by type of staff. Table 33. 
which ? ? ? ? ? ? ? ? ? ? ? ? the findings from this bivariate analysis. reveals that 
in both groups death rates were markedly higher among light than 
moderate or heavy service users. and that this trend was consistent 
across nurse. social work and aide services. but most marked with 
respect to social work service (p<.02. x = 8.2. df = 2). This finding 
is consistent with the beneficial effect of treatment on reduction in 
mortality suggested earlier in Chapter Six and would' tend to enhance the 
plausibility of that particular treatment effect. 
Interestingly. no significant relationship was observed between 
level aDd type of service used and ? ? ? ? ? ? ? ? ? IADL or PADL functioning. 
These functional status outcomes were chosen for analysis here because 
of the deleterious effect of treatment associated with PAnL functioning 
which has been described as a "dependency" effect 'of home care treatment 
by other investigators. Here. an association is observed between ? ? ? ? ? ? ?
use of all three types of service and subjects Whose IAnL and PAnL 
functioning declined during the nine month study period. However. this 
finding is difficult to interpret. For instance. it is ? ? ? ? ? ? ? ? ? ? ? to 
pinpoint when the AnL decline occurred. It could be that more service 
was provided during the nine month study period in response, to a decline 
in client functioning which was observed by Program, staff. In this 
case. the amount of treatment received would not be a cause but rather 
would constitute an effect of AnL decline. Also. analysis of change in 
ADL outcomes by service use as depicted in Table, 34 reveals that the 
majority of heavy users (54% & 92%) improved or stayed the same in IAnL 






ANALYSIS OF MAJOR SERVICE OUTCOMES BY LEVEL AND TYPE OF 
SERVICE VISITS RECEIVED BY EXPERUtENTAL AND CONTROL 
GROUP SUBJECTS DURING STUDY PERIOD 
Level of Visits 
EXP 
Light Mod Heavy Light 
% % % }!-value % 
Mort,l1ty 
RN 50 25 25 100 
MSW 2 75 0 25 .017 100 
Aide3 50 38 13 86 
Post test IADL 
(All visits) 
better 32 29 39 90 
same 29 46 26 82 
worse 26 19 55 80 
Instrumental PADL 
(All visits) 
better 25 43 32 86 
same 36 27 37 85 
worse 17 33 50 71' 
Hospitalization 
RN 35 40 26 92 
MSW 33 37 30 92 
Aide 33 35 33 72 
Institutionali-
zation 
RN 60 33 7 100 
MSW 47 33 20 .056 100 
Aide 40 40 20 84 
.. 1RN: Light = 0-7, Mod = 8-10, Heavy = 10-50. 
2MSW : Light = 0-3, Mod = 4-7, Heavy - 8-30. 


























CHANGE IN IADL AND PADL FUNCTIONING ASSOCIATED 
WITH LEVEL OF SERVICE USE (ALL SERVICES) 
? ? ? ? ? ? ? in ADL 
EXP CONTROL 
Better Same Worse Better Same Worse 
% % % p-value % % % 
IADL 
Service Use ns 
Light 33 37 33 32 39 29 
Moderate 27 53 20 0 63 38 
Heavy 30 24 46 67 0 33 
PADL 
Service Use ? ? ?
Light 23 73 3 11 72 18 
Hoderate 39 55 7 0 71 29 






relationship between ADL functioning and degree of service use has been 
observed in this sample in the sense that the two variables covary. but 
that an interpretation of causality derived from this ? ? ? ? ? ? ? ? ? would be 
um"arranted. 
Bivariate analysis of hospitalization by volume and type of service 
provided also reveals no significant relationship between service use 
and this outcome. This finding is also consistent with findings 
described in the previous chapter. 
Analysis of institutionalization, however, reveals an interesting 
relationship to service, similar to that described earlier regarding 
mortality. Again, in bo..th groups, light users are seen to be at higher 
risk of experiencing this outcome than moderate or heavy users. In this 
case. nursing services appear to be most strongly associated with 
reduction of institutionalization since these achieve the marginal 
significance here of p<.06, (x a 5.8, df = 2). Another way of 
demonstrating this relationship between home care service visits 
received and institutional admissions is shown in Table 35 which depicts 
the correlations observed between numbers of nurse, social work, and 
aide visits received and institutional admissions observed during the 
study period. As this Table demonstrates, the strength of the 
correlations observed between visits of particular service providers and 
institutional ? ? ? ? ? ? ? ? ? ? ? exceeds the correlation of ? ? ? ? ? ? ? ? ? ? ?
represented as a dummy-coded variable with this outcome. 
Finally. in order to further test the causal role of the Five 
Hospital Program in constraining the rate of institutionaliztion 
observed in the experimental group. the same multiple regression 
analysis on institutional admissions already reported in Chapter Six was 
TABLE 35 
CORRELATION OF SERVICE VISIlS RECEIVED BY 
EXPERIMENTAL AND CONTROL GROUP SUBJECTS AND 
INSTITUTIONAL ADMISSION 
168. 
Mean fI Visits Point Biserial 
correlations 
EXP CPNTROL with NH 
N --Mean N Uean admissions 1 
Nurse 122 9.65 100 1.51 -.220 
Social ? ? ? ? ? ? 122 6.70 122 1.84 -.155 
Home Health Aide 122 21.95 102 722 -.200 
.. ? ?
1These are compared with r = -.153. the correlation between group 
assignment (0 ... control. 1 .. treatment) and tm admission (0 .. not 
admitted. 1 .. admitted). 
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repeated with one difference. In this case, actual number of hoce 
health aide vis.lts was entered in place of group identity. As depicted 
on Table 36, the results for this analysis are virtually identical to 
those shown earlier in Table 31 with the exception of the fact that the 
amount of variance explained (R2) declines slightly. 
Taken as a group, the relationships between service utilization and 
outcomes described above tend to be quite consistent with the same 
treatment effects already described in Chapter Six, insofar as 
beneficial effect of treatment on mortality and institutionalization are 
corroborated, while the only negative effect of treatment observed. 
decline in ADL activities. is also maintained. 
A final qualitative way of ? ? ? ? ? ? ? ? ? ? beneficial effect of 
treatment, is an analysis of client length of service as a proxy for 
client satisfaction with service. Table 37 presents the findings· from 
an analysis of length of service and reason for discharge observed In 
the experimental and control groups. According to this analysIs. only 
45% of control group subjects continued to receive the meals throughout 
the entire nine month study period, in contrast to 73% of 
experimenta1s. Analysis of reason for discharge further reveals that 
the most common reason among controls was refusal of service (22%) while 
only 5% of experimentals occupied this category. Additionally, three 
times as many controls were discharged to institutions (17% vs 7). while 
the most common reason for discharge among experimentals was death (9% 
vs. 5% for controls.) 
Since experimental subjects were not forced to cont.lnue receiving 
the Program services. these findings suggest that the majority .of 
subjel:ts in this group perceived the service to be beneficial. This 
TABLE 36 
RESULTS ? ? ? ? HULTIPU:: REGRESSION ANALYSIS ON 
INSTITUTIONAL ADMISSIONS OCCURRING IN BOTH GROUPS 
DURING THE STUDY PERIOD 
"Beta R2 added p-value 
Step 1: 
age .013 .04 .007 
nursing home admission 
prior to study period .003 .01 ns 
Ste2 2: 
Live with child -.235 .02 .025 
Mental Health Rating -.084 .05 .009 
Physical Health Rating -.084 .02 ".084 
Need coordination and 
referral .079 .01 ns 
Sum of SPMSQ errors .008 .003 ns 
Step J: ." 
Saw family too infrequently .075 .01 ns 
Ste2 4: 
II Home health aide 






LENGTH OF PROGRAM STAY DURING THE NINE MONTHS 
PRE-POSTTEST PERIOD FOR 5HHEP AND CONTROL GROUP SUBJECTS 
EXP CONTROL 
N -(%) N (%) 
Length of Program Stay (days) 122 123 
0-30. (1) (14) 
31-60 (2) (11) 
61-90 (1) (6) 
91-180 (16) (15) 
181-250 (7) (9) 
entire period (73) (45) 
Number of discharges during 
study period 122 123 
36 (30 72 (59) 
Reason for Discharge 122 123 
1. Institutional admission (7) (17) 
Death (9) (5) 
Refused service (5) (22) 
.toved to rela ti ve ' s home (0) (4) 
? ? ? ? ? ? ? (1) (2) 
Improved (3) (7) 
Referred to other agency (2) (0) 
Prolonged hospitalization (2) '--(0) 
Other (2) (0) 
1,71 
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interpretation is consistent with the overall beneficial nature of 
treatment effects already described on this population. 
To summarize. subjects in both groups lfflO received ? ? ? ? ? ? ? ? ? and 
heavy amounts of home care services were least likely to die or enter 
institutions. No relationship was observed between service use and 
hospitalization while a somewhat ambiguous relationship was detected 
between service use and ADL functioning. Finally. analysis of length of 
service and reason for discharge strongly suggests that the beneficial 
effects of the experimental treatment previously ? ? ? ? ? ? ? ? ? ? are 
appreciated by its clientele who vote by opening their doors to 
continued reception of the treatment. Questions which remain to be 
answered. then. are those concerning characteristics of treatment users 
and costs of the services. 
·Characteristics·of Treatment Users 
Pretest characteristics of treatment users are of interest for at 
least two reasons. First. analysis of level of use by type of staff and 
by client characteristics can shed some light on the appropriateness of 
the utilization pattern observed. Secondly. knowledge regarding 
correlations between pretest characteristics of clients and service 
usage can aid administrators to predict which clients will use light, 
moderate. or heavy levels of service and thus can be an aid in staffing 
a Program. This section will summarize the findings. in turn. from the 
analysis of levels of nurse. social. work. and home health aide servir.e 
utilization within the Five Hospital or experimental sample. The 
control group utilization data is not analyzed here because overall 
utilization of home care services by this group was too light to be 
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meaningfully categorized and because the question 0.£ interest is whether 
the Five Hospital services which have previously been demonstrated to be 
effective can also be demonstrated to have been appropriate. tn the 
analyses to follow. all three types of service as well as overall 
service use were divided into light. moderate. and heavy categories of 
use. These categories were defined in such a way that each category for 
each type of service analyzed contains roughly a third of the 
experimental sample. The pretest characteristics of interest were 
determined to be the ? ? ? ? ? ? summative ratings and certain key items such 
as household composition. time help is available if sick. reception of 
Medicaid. ? ? ? ? ? ? ? errors, psychiatric symptomatology, degree health 
interferes, IADL and PADL, as well as need for certain services. 
Figure 5 graphically portrays the distribution of nurse and social 
work visits among the Five Hospital sample. As this graph demonstrates, 
utilization of nursing services peaked at 10 visits, with volume of 
visits declining fairly precipitously after' that point. The bulk of the 
distribution occupies the left center of the polygon with a long--tail to 
the right indicating the presence of a small group of very high users 
(four consumers of 24. 31, 33. and 50 visits. respectively). Overall 
volume of nurse visits ranged from 1 to 50. with a X of 9.6 visits. a 
mode of 10 and a median of 11.5. 
Table 38 summarizes the analysis of level of nursing use according 
to client pretest characteristics previously described. Level of 
service use for nursing was divided into light (0-7). moderate (8-10). 
and heavy (11-50) service use. As this Table indicates. only two 
pretest characteristics were significantly associated with level of 
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PRETEST CHARACTERISTICS OF EXPERIMENTAL SUBJECTS ASSOCIATED 
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physical health rating (p(.05). Specifically, a relationship is 
observed between mild economic impairment and moderate level of nursing 
car.e as well as moderate economic impairment and heavy nursing care. 
Interestingly, clients with good economic resources tend to be either 
light or heavy uaers. This pattern of use is understandable when one 
considers that, on the one hand, good economic status usually represents 
higher educational level which is generally associated with high 
consumption of medical services, while poor economic status is usually 
associated with both lower education and with increased morbidity. The 
relationship observed between level of nursing services and physical 
health rating clearly indicates that poor health status was a major 
variable associated with increased level of nursing care. This 
relationship is in the expected direction and would appear to be quite 
appropriate. 
In contrast to nursing care, the distribution of social work visits 
also displayed in Figure 5, reveals that the bulk of social work 
services fallon the left or light side of the distribution, agsin with 
a fairly extended right tail consisting of a few high users of 25 (N=2) 
and 29 ? ? ? ? ? ? visits. Volume of social work visits ranged from one to 
29, with a ! of 6.7, mode of 2.5, and median of 6. 1 
1The difference observed between X numbers of nurse and social work 
visits may reflect a difference in recording practices. During the 
first half of the study only service visits were reported in· Program 
utilization statistics. However, it became apparent over time that 
social workers were making fewer visits than nurses, but were spending 
more time on the telephone and writing letters as part of their role in 
coordinating elements of the client's care plan. Because of this 
difference, during the second half of the study, telephone conversations 
on behalf of a given client which lasted more than 20 minutes were also 
reported as services. 
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l'he bivariate analysis of level of social work service presented in 
Table 39 also reveals a logical relationship between client character-
istics and service use. Here, multiple variables are observed to be 
associated with level of care, including, as might be expected, the 
social, economic, mental health and physical health summative ratings as 
well as clients' perception of the degree to which their overall health 
impairment interfered with activities. The relationship observed across 
all five variables is in the anticipated direction, with greater 
impairment being accompanied by higher volume of care, with the 
exception of individuals rated as being severely to totally impaired in 
mental and physical health at pretest. The fact that these individuals 
did not receive the highest volume of services may indicate that their 
prognosis was perceived to be poor and that services were instead 
concentrated on mildly and moderately impaired individuals whose 
potential for either improvement or maintenance was greater. I While the 
targeting of social work services to SOCially, economically and mentally 
impaired clients has face validity and makes obvious intuitive se'nse, 
the conjunction of physical health rating and degree health interferes 
also makes sense here. One of the most frequently stated social work 
goals observed in client care plans was "assist client with adjustment 
to chronic illness." Thus, services were targeted to clients feeling 
the most frustration and despondency about the loss of functioning which 
accompanies chronic disease. It should also be remembered here, that 
lIt should be remembered here that a rating of severe to total 
impairment in mental health or phYSical health denotes an extreme and, 
in most cases, irreversible amount of impairment in individuals in this 
sample. Accordingly, originators of the instrument at Duke have advised 
agencies using the Instrument to target services to the moderately 







PRETEST CHARACTERISTICS OF EXPERIMENTAL SUBJECTS 
ASSOCIATED WITH LEVEL OF SOCIAL \WRK VISITS 
Level of Visits 
N ... 39 N=44 N=39 
Light Moderate Heavy 
(0-3) (4-7) (8-30) 
% % % I!-value 
Social Resources Rating .039 (x=l3.3, 
df .. 6) 
excellent-good 39 44 18 
mild impairment· 41 15 44 
moderate impairment 27 47 27 
severe to total impairment 19 35 46 
Economic Resources Rating .008 (x=13.8, 
df .. 4) 
excellent to satisfactory 39 33 29 
mUd impairment 32 45 23 
moderate impairment 15 20 65 
11ental Healh Rat ing .015 (x=15.8, 
df=6) 
excellent to good 40 44 16 
mild impainnent 15 46 39 .. ' 
moderate impairment 30 24 46 
severe to total impairment 52 28 20 
Physical Health Rating .006 (x"14.4, 
df=4) 
Good to mild impairment 44 20 36 
moderate impairment 28 33 39 
severe to total impairment 32 64 5 
Degree health interferes .043 (x-6.3, 
df"2) 
not at all to a little 49 24 27 
a gn,at deal 24 41 34 
1,79. 
"degree health interferes" was the only physical health variable which 
revealed a marginally significant benef"lcia1 treatment effect. ? ? ? ? ? ? all 
of the above factors are taken into account, the pattern observed here 
appears to be highly appropriate and interpretable. 
Just as social wor\, visits were demonstrated to occupy the left or 
"light" side of the visit distribution on Figure 5 , Figure·6 demon-
strates that home health aide visits on average occupied the light side 
of this distribution. Specifically, almost 90% of the Five Hospital 
sample received under fifty home health aide visits with 34% receiving 
none. The latter finding is ? ? ? ? ? ? ? ? ? ? ? with the fact that aides were 
viewed by the nurse anrl social work team members and by the ·aide 
supervisor as a scarce resource to be targeted with care since the 
demand for aide service usually exceeded the available supply. Volume 
of aide visits ranged from zero· to 94, with a X of 21.8, a mode of zero, 
and a median of 9. 
Findings from the analysis of levels of home health aide use which 
are displayed in Table 40 also demonstrate a consistent and 
interpretable pattern. In this case, seven pretest client 
characteristics are observed to be at least marginally significantly 
related to service use. Those associated with increased (moderate or 
high) use include poor instrumental ADL (p<.07) poor physical health 
rating (p<.02), living alone (p<.05), diminished availability of help if 
sick (p<.06), poor vision (p<.05) and a perceived need for housekeeping 
help (p<.01) at pretest. Taken as a group, these variables suggest that 
aide services were quite appropriately targeted in this study to clients 
most in need of them. Interstingly, the reverse pattern of use is 
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PRETEST CHARACTERISTICS OF EXPERIMENTAL SUBJECTS 
ASSOCIATED WITH LEVEL OF 11m-IE HEALTH AIDE VISITS 
Level of visits 
N=40 N-40 N=41 
Light Moderate Heavy 
(0) (1-30) (31-100) 
% % % ? ? ? ? ? ? ? ?
1. Pretest IADL .061 ()(=23, 
(totally unable) df-14) 
0 36 39 25 
1 33 48 19 
2 25 13 . 63 
·3 30 50 20 
4 67 8 25 
5 38 25 38 
6 40 40 20 
7 14 43 43 
2. Physical Health Rating .014 (»012.6, 
df=4) 
good to mild impairment 52 32 16 
moderate impairment 29 28 43 
severe to total impair- 27 55 18 
JUel1t 
3. Live alone .023 ? ? ? ? .6. 
df-2) . 
yes 22 40 38 
no 46 27 27 .--
4. Duration of help if sick .054 ? ? ? ? ? ? ?
df .. 4) 
Long as needed 49 26 26 
Short time 36 9 55 
Occasional 24 44 32 
5. Vision .014 (»019.1. 
df .. 8) 
excellent 75 25 0 
good 29 29 42 
fair 34 50 16 
poor 31 29 40 
blind 0 0 100 
6. Medicaid .036 (*"6.6. 
df"2) 
yes. 64 21 14 
no 30 36 35 
7. Need housekeeping help .001 (""14.5, 
df=2) 
yes 28 37 35 
no 79 7 ·14 
18'2 
were most likely to be low service users (p<.05). Uhile this finding 
may ref1e'ct the small number of individuals who received Medicaid (N=14) 
at pretest, it may also suggest that Medicaid recipients were more 
reluctant for sOlne reason (such as lower education) to use this service 
and/or the fact that some of the clients' home situations were 
considered unsafe for the aides or difficult for the aides to tolerate 
in large doses over extended periods of time. Again, given the small 
number of cases in this category. it is difficult to infer much about 
the nature of this ? ? ? ? ? ? ? ? ? ? ? ? ? ?
Finally. analysis of overall level of service visits revealed that 
the volume of nurse. social work, and home health aide services combined 
ranged from 3 to 112 with a X of 38.3 visits per person being provided 
over the nine month study period. 
Analysis of overall level of service use by ? ? ? ? same selected 
client characteristics. depicted by Table 41. also reveals a similar 
targeting of services. Specifically, six pretest variables were 
significantly related to level of service use. These included physical 
health rating (p<.OOI). ADL rating (p<.06). subject's perception of 
duration of help of sick, (p<.05), rater's perception of the same 
(p<.05). subject's perception of need for housekeeping help (p<.05) and 
GAO classification of overall impairment (p<.06). This list indicates 
that moderately impaired physical health status accompanied by ADL and 
social impairment and a recognition by the client that help is needed 
best predict overall moderate or heavy service utilization which in turn 
has been demonstrated to be associated with beneficial outcomes of this 
specific model of home care treatment. Of interest., however is the fact 








PRETEST CHARACTERISTICS ASSOCIATED WITH OVERALL LEVEL 
OF SERVICE UTILIZATION Ml0NG EXPERIMENTAL SUBJECTS 
Level of visits 
Light ? ? ? ? ? ? ? ? ? ? Heavy 
(0-17) (18-47) (48-112) 
% % " f-value 
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Physical Health Rating • 0009 ( )6.018.8 • 
df=4) 
good to mild impairment 60 24 16 
moderate impairment 27 29 44 
? ? ? ? ? ? ? to total impair- 23 59 18 
ment 
ADL Rating .059 ()6.09.l. 
df=4) 
good to mild impairment 50 36 14 
moderate impairment 23 33 44 
severe to total impa·ir- 37 33 28 
ment 
Duration of help if sick .045 
long as needed 49 36 22 
short time 29 9 42 
occasional 23 55 37 
Need housekeeping help .027 (),"':7. 24. 
df=2) 
yes 29 35 36 
no 64 21 14 
GAO classification .054 ? ? ? ? ? ? ? ?
of overall impairment df=10) 
mild 67 17 17 
moderate 42 23 35 
general 15 45 40 
great 57 14 29 
very great 8 33 58 
extreme 30 43 27 
Rater's perception of .042 ()6.013.1. 
duration of help if sick df=6) 
as long as needed 44 37 20 
short time 35 10 55 
occasional 24 42 34 
none 27 27 46 
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service use is not a direct linear one. One possible explanation of 
this absence of linearity was hypothesized to be differential living 
arrangements. For example, it could be that clients living alone and 
exhibiting moderate levels of impairment received a heavier volume of 
se'rvice visits than clients who might have been more impaired but living 
wIth kin or friends who were providing assistance with daily care needs. 
Since a great deal of interest has been expressed in the literature 
regarding the contribution of social supports to care of community-based 
impaired elderly, further analyses were conducted to investigate the 
relationship between clients' living arrangements and level of service 
use. 
Specifically, the total experimental sample was sub-divided into 
two groups; namely, those subjects living alone at pretest and those 
living with others. The service utilization ? ? ? ? ? ? ? ? ? of these two 
groups were then re-analyzed using the same pretest characteristics 
reported in Table 41. Table 42 reports the findings from this analysiS 
and reveals that, in fact, a relationship between service use and living 
arrangements is observed. Specifically, those living alone and 
exhibiting more impairment tend to be more intensive service users than 
subjects Who are similarly impaired but living with others. Table 43 
further summarizes the strength of association observed between 
utilization intensity.for the three samples according to the same 
variables. Here it can be seen that clients' perception of the duration 
of help available if sick was most strongly associated with more 
intensive service use among clients living alone. Conversely, the 
variable most strongly associated with more intensive service use among 









PRETEST CHARACTERISTICS ASSOCIATED WITH OVERALL 
LEVEL OF SERVICE lIT ILIZATION AUONG EXPERUIENTAL ? ? ? ? ? ? ? ? ?
WHO LIVED ALONE (N=63) VS. LIVED 'HTH OTHERS (N=59) 
Level of Visits 
Light Moderate Heavy 
(0-17) (18-47) (48-112) 
% % % 
Physical Health Rating 
good to mild impairment 58 (62) 25 (23) 17 (15) 
moderate impairment 16 (41) 35 (22) 49 (38) 
severe to total 
impairment 13 (29) 63 (57) 25 (14) 
ADL Rating 
good to mild impairment 47 (57) 33 (43) 20 (0) 
moderate impairment 17 (36) 38 (23) 454 (41) 
severe to total 
impairment 17 (43) 33 (33) 50 (23) 
Duration of Help 
if sick 
long as needed 43 (52) 36 (24) 21 (24) 
short time 27 (50) o (25) 71 (25) 
occasional 11 (46) 46 (31) 43 (23) 
Need housekeeping help 
yes 19 (37) 39 (32) 43 (30) 
no 56 (80) 22 (20) 22 (0) 
GAO classification of 
overall impairment 
mild 50 (75) 50 (0) . o (25) 
moderate 29 (58) 29 (17) 43 (25) 
general 14 (17) 36 (67) 50 (17) 
great 38 (83) 25 (0) 38 (17) 
very great 10 (0) 40 (0) 50(100) 
extreme 27 (31) 47 (41) 29 (28) 
Rater's. Perception of 
duration of help if sick 
as long as needed 50 (42) 20 (42) 30 (16) 
short time 18 (56) 18 (0) 64 (44) 
occasional 15 (44) 50 (25) 35 (31) 
none 38 (0) 25 (33) 38 (67) 
IFigures in Table in parentheses represent individuals living with 
others. 
CORRELA'rION OF PRETEST CHARACTERISTICS WITH OVERALL SERVICE 




Sample Subjects Living Alone Living with Others 
(N=122) (N=63) (N=59) 
Physical Health .28* .31. 27 
Rating 
ADL Rating .19 .22 .21 
Duration of Social .24 .33* .05 
Supports 
Need house-keeping .24 .30 .24 
help 
GAO Classification .27 .22 .40· 
of SeverIty 
Rater's Perception .23 .29 .29 
re: duration of 
social supports 
*indicates variables which achieved strongest correlational levels in 
the three groups. Cramer's V is the measure of association usea in all 
cases. 
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of impairment at pretest. These var.tables tend to m",ke intuitive sense 
with respect to their appropriateness as criteria for the professional 
judgments regarding the level of services required by the two groups. 
However. it must be pointed out that the analysis reported in Table 
42. again fails to demonstrate a direct linear relationship between the 
given set of pretest variables and service use. even when differential 
living arrangements are controlled. Several hypothetical explanations 
for this lack of a monotonic relationship could apply here. These 
include the method of categorizing level of service visits into three 
units which may be too br.oad and may suppress an existing relati(\nship 
and/or the small numbers of subjects who occupied most of the extreme 
impairment categories in the variables used. Additionally. and probably 
most likely. the lack of a direct one-to-one relationship between 
service use and each variable of interest may reflect the complexity of 
professional clinical judgments regarding appropriate levels of service 
use. For example. the clinical judgments are essentially multivariate 
in nature and involve trade-offs deriving from the interaction of the 
above variables. ·It is thus saggested that the best way to analyze this 
issue further is through multivariate analysis of service patterns. 
However. such an analysis is currently beyond the scope of this project. 
but will be attempted in the future. 
? ? ? ? ? ? ? ? ? however. the pattern of use of Five Hospital Program 
services by its clients as described in this bivariate analysis appears 
to be highly interpretable and has been demonstrated to have been 
effective. This pattern of use also suggests that a unidimensional view 
of eligibility for long term home care services based on diagnosis. or 
physical health alone, would be inappropriate if not actually counter-
productive, and has important practice and policy implic.ations with 
respect to the expansion of this type of care on a wider scale. This 
concern, in turn, leads to the next section of this chapter, costs and 
replicability of the treatment. 
Service Costs and Potential Replicability 
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Costs of this expanded model of long term community-based home care 
are important to determine before an assessment can be made regarding 
the feasibility of expanding these ? ? ? ? ? ? ? ? ? on a wide-scale. Although 
this evaluation of the Five Hospital Program was not designed to provide 
sophisticated cost-benefit or cost-effectiveness data for analysis, 
? ? ? ? ? ? ? ? crude estimates of costs of Program services have been obtained 
and are useful in the absence of more sophisticated data. It is 
important to point out that a valid assessment of costs of home care 
should include out-of-program costs of other medical care, as well as 
food, c19thing and shelter where comparisons are being made with costs 
of institutional care, which includes all of the above. However, in 
this case, the purpose of the analysis was to obtain some measure of 
average cost of Program services staff by specific type of provider as 
well as for all services combined. 
Service costs reported in Table 44 are based on average visit costs 
of $50.00 for a nurse visit, $65.00 for a social work visit, and $36.00 
for a three hour aide visit, the latter including costs of travel and 
supervisory time. Physician costs are not included in this analysis 
since physican visits were reimbursed by Medicare directly and were not 
Five Hospital financed services. 
TABLE i,', 
AVERAGE LENGTH OF STAY AND COSTS OF EXPERII1ENTAL 
TREATIIENT BY TYPE OF SERVICE PROVIDED DURING THE 
NINE MONTH STUDY PERIOD 
Uean l-Iedian 
1. Length of stay (days) 261.2 270 
2. Cost of Service (all 
types of service)1 $1707.89 $1344.50· 
3. Cost of Service by type2 
Nurse $482.38 $443.18 





Iphyslclan costs are not included in this analysis. (see explanation in 
text) 
2Costs of a nurse and social work visit were reported to be $50.00 and 
$65.00, respectively in October, 1980. Costs for the aide are based on 
Program costs for a 3 hour visit of $36.00 and include travel and super-
visory.time. 
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Since wide variation was observed in ? ? ? ? ? ? ? ? ? ? use of services both 
within and across service types, average total costs (mean and median) 
were calculated by a weighted average method. According to this method, 
service visits received by the three types of staff were summed for each 
? ? ? ? ? ? ? ? ? ? ? ? ? subject, multiplied by the cost per visit of the 
appropriate service types and measures of central tendancy were then 
obtained on the basis of each client's observed. pattern of use. 
Table 44 summarizes the findings from this analysis and reveals 
that mean costs per client for all services received equalled $1707.89, 
while the median cost of service was $1344.50. Hean costs of all types 
of service ? ? ? ? ? ? ? median costs especially with respect to social work 
and aide visits. This finding reflects the presence of the small group 
of clients already described who received a very high volume of service 
and suggests that this group might be analyzed more closely in 
subsequent studies in an attempt to c.onstrain overall Program costs. 
Interestingly, the total mean cost of service for 12 months equals 
? ? ? ? ?
$2277.33 which. is quite close to the costs of twelve months of homemaker 
service ($2290) reported by Weissert .!!.l!!..I, 2 However, it is important 
to note that the figures ? ? ? ? ? ? ? ? ? ? .. cited were obtained in '75 and '76 and 
cover homemaker costs only while those reported in this study reflect 
1980 inflated dollars and include aide, nurse. and social work 
services. Additionally. the Weissert study did not find any cost-
savings associated with reduction in institutionalization and found 
lUe1ssert. "Effects and Costs of Day Care and Homemaker Services 
for the Chronically Ill: A Randomized Experiment," p. 73. 
2This figure also compares favorably with costs of nursing home 
care of $6268/year in 1976 as reported in U.S., DHEW, National Nursing 
Home Survey, 1979. 
? ? ? ?
hospitalization (".osts to be higher for the experimental sample. In 
contrast, this study has found a significant reduction in rates of 
institutionalization to be associated with the expanded home care 
treatment, as well as a ? ? ? ? ? ? ? ? ? ? lower rate of utilization of acute 
hospital care in comparison with controls. Unfortunately, overall 
Medicare and Medicaid expenditures for both groups during the study 
period were not obtained and thus, comparisons of these costs cannot be 
made in this study. The reduced number"of hospital and nursing home 
days, as well as the reduced cost of the treatment reported here would 
suggest, however, that the additional ? ? ? ? ? ? of this model of home care 
services would not be as inflationary as the tleissert study has 
suggested. However, the services described in this study would 
undeniably require additional revenues for funding were they to be 
provided as a standard health related benefit for elderly persons. The 
question of how such services might be funded is a different question 
than whether the services should be funded, however. Both questions are 
important and will be discussed in greater detail in the chapter to 
follow. 
Before completing this report of the formative portion of this 
evaluation, one other important point is worth making. It was 
hypothesized at the beginning of this .study that the long term 
community-based, coordinated model of home care which the Five Hospital 
Program represents, would constitute a distinct anct different type of 
home health care than the standard version of Medicare-reimbursed care 
which currently prevails. Information derived from the formative data 
obtained in this study was useful in making comparisions with 
utilization and cost data reported by Hedicare home care agencies. In 
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this sense, the ? ? ? ? ? ? ? ? ? ? data are an aid to construct validity since 
they provide a method of operationalizing, defining, or measuring the 
treatment content. This method of mensilring the treatment content is 
admittedly crude in that it does not capture the sensitive planning, or 
commitment which the staff exhibited in the numerous case conferences 
which this investigator attended. However, since these data are 
reported by other home care agencies they offer a yardstick for 
comparison. 
Table 45 compares costs and services provided by Uedicare 
reimbursed "acute care" home care agencies vs. those provided under the 
Five Hospital combined medical and social "long term" model and reveals 
that the "treatments" or services provided by the two models "differ in 
the expected directions. Specifically, the Five Hospital model of 
service provides more visits over a longer period of time to older 
individuals at a higher overall cost per client. Differences are also 
observed between the two models with respect to types of service 
visits. While "nursing service accounts for the major share of service .. " 
visits in the acute "skilled" care model, home health aide services 
predominate in the Five Hospital model (57% vs. 26% and 28%). A change 
is also observed with respect to use of social work services. which 
increase from 2-3% in the acute care model to 18% in the long-term 
model. 
This information enhances both the internal and construct validity 
of the study since it demonstrates that the experimental treatment did 
in fact differ in intended ways from the type of treatment Which 
currentl.y prevails in the U.S. 
TABLE 45 
COSTS AND SERVICES OF MEDICARE REIMBURSED HOME CARE (ACUTE MODEL) 
VS. FIVE HOSPITAL ? ? ? ? ? CARE (LONG TERM ? ? ? ? ? ? MODEL) 
Visit Breakdown 
Mean RN% Mean Mean Median 
visits I MSW % length of costl age of 
Year person HHH % service (days) client client 
1. U.S., all Medicare 
certified and reim-1 bursed HHC agencies 1975 21.6 RN: 62 NA $454 NA 
MSW <2 
HHA 26 
2. U.S., all Medicare 
certified and reim-2 bursed HHC agencies 1976 22.5 RN: 59 $527 76 
MSW <3 
HHA 28 
3. Five Hospital Program 1980 38.2 1m 25 261 $1708 80.5 
SW 18 
HHA 57 
lU•S., Department of Health, Education and Welfare, "Medicare: Utilization of 
. Home Health Services. 1975," Research and Statistics Note, No.2, June, 1978. 
2U•S• Department of ? ? ? ? ? ? ? ? Education and Welfare, "Medicare: Use of Home 
Health Services, 1976," Health Care Financing Program Statistics, HeFA Pub. No. 
03040, May, 1980. 
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Summary 
To summarize, the use of formative data obtained in this study has 
been deoonstrated to enhance the internal, external and construct 
validity of this study. Specifically, both volume and types of home 
health care services received were demonstrated to differ significantly 
between experimental and control groups. Secondly, the congruence 
observed between level of service utilization and service outcomes 
buttresses the causal inferences made regarding treatment effects in 
Chapter Six. Further, information regarding the characteristics of both 
the study sample and the cost and pattern of service use provides 
? ? ? ? ? ? ? ? ? information regarding the replicability of the treatment in 
other settings and with other populations. Finally, this data has 
provided a crude method of measuring the content of the treatment, such 
that it has been demonstrated to differ from that type of home care 
service Which currently prevails. 
The contribution of this type of information to the numbers and 
types of inferences which can be drawn fram a program evaluation" have 
thus been observed to be well worth the marginal costs of the additional 
data collection and analysis efforts involved. Both policy and research 
implications derived from the findings of the formative and summative 
portions of this study now remain to be considered and,are addressed in 
the following chapter. 
I 
CHAPTER VIII 
SilllMARY AND UIPLICATIONS OF FINDINGS 
This Chapter summarizes tbe findings derived from tbis evaluation 
of a reodel long term borne care demonstration project and delineates tbe 
policy and ? ? ? ? ? ? ? ? ? implications of tbese findings. In order to present 
tbis summary in the proper context. however. it is necessary to first 
reiterate tbe significance of the problem which was addressed in tbis 
study. 
Statistics in Cbapter One demonstrated the dramatic demographic 
changes which are currently· taking place in the U.S. and other 
industrialized societies. Specifically. tbe proport.ion of old-old 
individuals (75 years and older) bas been demonstrated to be growing 
rapidly. This segment of tbe U.S. population also suffers most from 
chronic diseases whicb accompany aging and thus exhibits increased 
levels of ADL impairment. as Table 46 demonstrates. 
Since this segment of. tbe population has been demonstrated to 
constitute the highest users of long term care services. its 
umprecedented growth can be anticipated to have profound implications 
for· the funding, ? ? ? ? ? ? ? ? ? ? ? ? ? and delivery of tbese services over the 
next twenty-five years. 
Long term care services currently available in the U.S. are 
primarily institution-based, at least partly as a result of incentives 
in our federal raimbursement system. Thus. the bulk of organized long 
term care services are provided by skilled and intermediate level 
TABLE 46 
ESTIMATE OF THE PERCENTAGE OF PEOPLE WH? 
ARE FUNCTIONALLY IMPAIRED BY AGE GROUP 
Ability to do 
daily tasks 
1. People 65 to 74 ? ? ? ? ? ? 01d* 
Able to do all tasks· without help 
Can do all daily tasks but only 
with help in one or more 
Cannot do one or more tasks 
even with help 
Total 
2. People 75 Years Old and Older** 
Able to do all tasks without help 
Can do all daily tasks but only 
with help in one or more 
Cannot do one or more tasks 




























* /Projection based on an estimated 13.2 million people 65 to 74 
years old in 1975. 
**/Projection based on an estimated 7.8 million people 75 years old 
and older in 1975. 
1U•S •• General Accounting· Office. "Conditions and Needs of People 
75 Years Old and Older," response to request for information from the 
Honorable Mario Biaggi, Chairman, Subcommittee on Human Services, House 
Select Committee on Aging. October, 1979. 
I 
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nursing homes as well as homes for the elderly and retirement 
communities. The source of payment for care in these settings is out-
of-pocket payment. often followed by depletion of resources and Medicaid 
eligibility. Costs of nursing home care rose by 500% between 1966 and 
1975 and have recently (1977) been observed to constitute as much as 50% 
of overall catastrophic care expenditures. 1 
This single option system of long term care can be expected to be 
strained not only .by increases in numbers of individuals who require 
such care. but also by other societal forces. Specifically. this 
grow:f.ng segment of old-old persons. over time. will be composed of 
individuals who have attained higher educational levels and who thus can 
be expected to be more articulate about desiring more.options in long 
term care services. Also. traditionally. a large portion of long term 
care has been provided by informal supports, largely consisting of 
middle-aged daughters of elderly disabled individuals. Given the 
increasing involvement of women in the last decade in the work force, (a 
trend which shows no signs of reversal) this source of care can be 
expected to diminish over time, irrespective of government 
interventions •. 
Changes in the organization and funding of long term care have been 
strenuously resisted basically because of apprehension regarding 
increased public expenditures which may derive from expanding options in 
publically financed services. However, as this summary has 
lWe1.ssert, Effects and Costs of Day Care and Homemaker Services for 
the Chronically Ill: A Randomized Experiment, p. 1. 
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demonstrated, the problem of provision of care for this population will 
not disappear but rather will increase in severity over time. 
Paradoxically, the demand for an increase and/or variety in service 
options is also occurring at a time of record-breaking inflation, 
depletion of Social Security funds, and national fiscal retrenchment. 
This dilemma underscores the urgent need for a variety of very creative 
approaches to this intractable problem. It is in this context then, 
that ? ? ? ? findings from this study ? ? ? an alternative form of long term 
care of chronically impaired elderly are presented. 
Summary of Findings. 
This evaluation has investigated the effectiveness and 
appropriateness of an alternative mode of community-based delivery of 
long term care services to chronically impaired elderly, currently 
embodied in the demonstration which is being conducted by the Five 
Hospital Homebound Elderly Program in Chicago. The primary goal of the 
Five Hospital Program is to reduce and/or delay the premature 
institutionalization of chronically impaired elderly through the 
provision of individualized care plans Which incorporate both medical 
and social services according to client needs. This study has utilized 
a pre-post test quasi-experimental non-equivalent control group design to 
determine the effects of this coordinated, long term home care on 
differential mortality rates, comprehensive functional status, use of 
acute hospital care. and admissions to long term care institutions 
observed between the two groups. The control group selected for this 
study consisted of clients accepted for OAA Title III home-delivered 
meals who resembled experimental subjects insofar as they were also 60 
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years of age and older, homebound. and impaired in ADL activities. The 
Duke/OARS Multidimensional Functional Assessment Questionnaire (OMFAQ) 
was used to assess the functional status of 122 experimental and 123 
control group clients who were consecutively admitted to either 
Program. Interviews in both groups were conducted at the beginning of 
each client's treatment and nine months later. Data regarding 
mortality. hospitalization. and institutional admissions were obtained 
from agency records. family members and, in the latter two cases. 
verified via telephone calls or letters to hospital medical record 
departments or nursing homes. 
Additionally. service ? ? ? ? ? ? ? ? ? ? ? ? or formative data were obtained 
from records at both agencies in order that level, type. and cost of 
service use could be correlated with treatment outcomes observed. 
Analyses of pretest, posttest, and service utilization data derived from 
this study have been presented in the preceding chapters and major 
findings are summarized below. 
Pretest 
Findings derived from analysis of the pretest data revealed that 
subjects in both groups were quite elderly, predominantly white. female. 
of relatively low educational attainment (the majority in both groups 
having received eight years of education or less), and income (median. 
$3500 per year). Overall, subjects in both groups were demonstrated to 
be suffering from identical disease patterns by prevalence. with 
arthritis, circulatory problems and heart disease leading the list by 
severity, and to be on the whole functioning well mentally, 
insofar as 47% and 43% of subjects in both groups received ratings of 
excellent to mildly impaired functioning on this dimension. 
Subjects were noted to differ, however, in the following 
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respects. Five ? ? ? ? ? ? ? ? ? or experimental subjects ware observed to be 
advantaged with respect to social supports (52% living alone as opposed 
to 76% of controls) and perception of economic security. However, these 
subjects were also observed to be disadvantaged in comparison to 
controls, with respect to more advanced age (3 year mean difference), 
greater need for medical care (58% vs 25%), and more severely impaired 
IAnL and PADL functioning. In terms of overall degree of impairment 
across all functional dimensions, however, the two groups received 
similar Cumulative Impairment scores (X's = 17.7 and 18). These values 
indicate that a majority of subjects in both groups met the criteria of 
being at high risk of institutionalization since 56% and 65% attained 
CIS scores of 18 or above. The baseline pretest differences which were 
observed were designated potential threats to"internal validity deriving 
from the two groupsl method of self-selection into treatment. Efforts 
were subsequently made to control for these differences in the analysis 
of the posttest data. 
Post test or Service Outcome Findings 
As mentioned earlier, four outcomes of services were specified to 
be of interest in this study. These included differential impact of 
services on mortality, functional status, rates of hospitalization and 
rates of institutional admissions observed in both groups. 
While no difference in mortality rates was observed in this study, 
a ? ? ? ? ? ? ? ? ? ? ? was observed"with"respect to the characteristics of 
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individuals who died in the two groups." Specifically, characteristics 
which were observed to be prevalent in equal amounts among both groups 
at pretest, as well as those differentially associated with increased 
risk of mortality in the two groups, were identified and discussed but 
results from this analysis were inconclusive given the small numbers of 
subjects who experienced this outcome in both groups. However, the fact 
that no increase in death rates for experimentals was observed. despite 
their greater age and ADL impairment relative to controls at pretest may 
suggest that the Five Hospital Program was able to aediate the presence 
of these risk factors for its clients. This suggestion of a beneficial 
treatment effect would be consistent with benefits of home care observed 
by other investigators and merits further research under conditions of 
random assignment with a larger samp"ie size. 
Demonstrable effects of service were observed in functional status 
outcomes. however. insofar as Five Hospital subjects reported marginally 
significant gains in duration of social supports (p<.07) and more 
frequently described their mental health status as excellent to good 
than at pretest (p<.07). They also reported that their phYSical health 
interfered less greatly with activities at posttest than at pretest 
(p<.06) and reported a statistically significant decrease in three 
previously unmet needs (p<.05). 
Although no demonstrable effect of treatment was observed on IADL 
functioning. a statistically significant effect (p<.Ol) of treatment on 
PADL was observed. consistent with the findings of Papsidero and Katz 
which have previously been described. This decline occurred in the 
areas of bathing, dressing" and continence and it has been suggested that 
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increased incidence of strokes and urinary problems among the older and 
more impaired experimental sample may have contributed to this effect. 
Interestingly. this decline in PADL is not ? ? ? ? ? ? ? ? ? ? ? ? as already 
demonstrated" by any parallel declines in social or mental health 
functioning. Further. the significant reduction observed in 
experimentals' unmet need for personal care at posttest would indicate 
that increased dependency is not viewed by clients as a negative effect 
of treatment, since regular compensatory assistance which they felt was 
needed, in fact was provided. It is therefore suggested that treatment 
and PAnL may be confounded with one another in such a way that a clear 
cut temporal cause-effect ? ? ? ? ? ? ? ? ? ? ? ? ? ? between the two is difficult to 
determine. 
No difference was observed between the two groups with respect to 
the third outcome of interest, hospitalization. Rather, both groups 
maintained their overall pretest admission rates. The fact that the 
experimental group's rate did not increase, given their increased age, 
disability and higher degree of unmet need for medical care at pretest, 
? ? ? ? ? ? ,suggest that the Five Hospital treatment was successful in meeting 
subjects' needs without ? ? ? ? ? ? ? ? ? ? utilization of this more expensive 
type of care. Indeed, analysis of proportions of repeat hospital 
admissions in both groups during the pre and posttest periods, has 
revealed a significant decline in numbers of "repeaters" (p(.OOl) within 
the experimental sample. This finding has been interpreted to suggest 
that the home care treatment may have played a gate-keeping role with 
respect to access to hospital care. In this respect, the treatment may 
have enabled certain previously underserved persons to attain access to 
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needed acute care while reducing the utilization of others through the 
substitution of the less intensive home care services. 
Findings concerning the fourth and final outcome measure of 
interest. have revealed a highly significant effect of treatment on 
constraining rates of institutional admissions within the experimental 
group (p<.Ol) Further corroborative support for the attribution of this 
effect to the Five Hospital treatment was found in analysis of both 
level and type of institutional admissions. insofar as the major 
reductions were observed to occur at the intermediate level of care and 
in admissions of a long term nature. Finally. multivariate analysis 
which attempted to control for selection differences observed between 
the two groups at pretest and other explanatory variables. failed to 
degrade the treatment effect which remained significant (p<.OOl). 
In summary. the Five Hospital treatment was observed to have 
, .... 
marginally significant beneficial effects on clients' subjective 
perceptions of their social supports. mental health. and physical health 
as well as significant effects in reducing unmet needs for particular 
types of services. 
Somewhat paradllxically. these beneficial effects of treatment were 
accompanied by a decline in clients' PADL functioning. It has been 
suggested tha't this decline I!lay not represent a negative effect of 
treatment to the clients themselves since it was also accompanied by the 
compensatory personal care and housekeeping assistance for which clients 
had expressed a need and preference at pretest. 
The beneficial effects of treatment on perception of functional 
status were accompanied by a significantly lower rate of institutional 
? ? ?
admissions among experimentals as well. particularly with respect to the 
level of institutional care and type of long term admissions for which 
the Program services were designed to substitute. Similarly. the low 
rate of hospitalization observed among experimentals was maintained 
during the study period. despite the fact that a change was observed 
within the experimental sample with respect to users of this form of 
care. 
Finally, despite the fact that experimental subjects were older and 
more impaired at pretest and used both hospitals and nursing homes less 
frequently during the study than controls. no difference in death rates 
was observed between the two groups. Further. there is some suggestion 
that multivariate risk factors which were observed to be present in 
equivalent amounts among subjects in both groups. were differentially 
associated with control group deaths. while among experimental deaths. 
presence of a severe to total physical health impairment rating was the 
strongest predictor of this outcome. This finding has been interpreted 
to be suggestive of a mediating. beneficial effect of the Five Hospital 
treatment on this outcome. Finally. in order to corroborate the 
findings derived from the summative position of the study. formative or 
utilization data were analyzed. These findings are summarized next. 
Service utilization 
Formative data consisting of nine month utilization rates of home 
care by subjects in both groups were collected and analyzed in order to 
determine: 1. whether a difference in reception of these services 
occurred in the two groups under study. 2. whether any relationship 
could be discovered between level and type of service use and service 
2Q5 
outcomes, 3. whether the pattern of experimental service use was 
interpretable and appropriate in light of clients' pretest 
characteristics, 4. the average cost and length of experimental service 
use, and 5. the extent to which the Five Hospital long term model of 
home care differed from the prevailing Medicare certified and reimbursed 
skilled care model. 
Findings from the analysis of total numbers of home health services 
received in both groups revealed a significantly increased reception of 
the services by experimental subjects. Further, when numbers of 
services by particular types of staff (i.e. Nurse, Social Work, and 
Home Health Aide) were correlated with service outcomes, the 
relationships observed were identical to treatment effects described 
above. Specifically, high ? ? ? moderate level of service use was 
significantly correlated with decreased mortality and rate of 
institutional admissions among experimental group subjects, while no 
relationship was observed regarding hospitalization. A relationship was 
detected between high service use and deterioration in PADL functioning 
which is consistent with the negative treatment effect on this variable 
described earlier. However, it is argued that the cause-effect 
relationship of this covariance of treatment with deterioration ,in PADL 
is not sufficiently substantiated since it was not possible to detect a 
clear-cut temporal relationship between the two variables in this' study. 
Further analysis of these same data with respect to client pretest 
characteristics revealed a consistent targeting of service to clients 
who were both in need of and able to benefit from them. For example, 
significant relationships 'were detected between level of nursing care 
and severity of clients' physical health rating, level of social work 
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service and clients' social. economic, and mental health functioning. as 
well as between level of aide ? ? ? ? and clients with poor instrumental 
ADL, poor physical health ratings, poor vision. poor social supports. 
and living alone at pretest. Further. when all services were combined 
and analyzed according to level of use and clients' pretest 
characteristics, significant relationships were observed between level 
of service use and physical health impa'irment and social supports. while 
marginally significant relationships (p<.06) were observed between ADL 
impairment as well as overall impairment levels. These findings argue 
convincingly that the targeting of the experimental treatment occurred 
in a highly appropriate, way which would appear to be consistent with· the 
beneficial effects of treatment already described. 
Furthermore. analysis of length and cost of the experimental 
service revealed that the great majority of subjects continued to 
receive the experimental treament throughout the nine month period 
(X=261 days) at a mean cost of $1708.00 per client. tfllile this figure 
is demonstratably lower than the cost of institutionalization it 
indicates that, overall, financing of this type of long term care will 
require additional funding since the treatment does not totally 
substitute for institutional or acute hospital care. Finally, a 
comparison of Five Hospital service utilization characteristics with 
those of Medicare skilled care agencies revealed that this long term 
care model differs substantially with respect to increased duration of 
service, increased use of home health aide and social work service, and 
increased costs due to the increased length of service. Although long 
term home care is thus demonstrated to cost more overall than the 
prevailing type of Medicare re-imbursed skilled care, there is some 
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suggestion in these data that more people eRn be served with a lower 
intensity of service visits in the long term model. This analysis 
demonstrated that the two types of care represent two different 
treatment constructs. which may have been confused in earlier expanded 
home care trials which fai,led to find some of the beneficial effects 
which this study has found and previously described. 
To summarize. findings from this evaluation demonstrate a strong 
differential reception of treatment. a relationship between that 
treatment and service outcomes. a highly appropriate delivery of the 
treatment. and a definition of the treatment in contrast to the standard 
type of care home care currently available as well as estimates of 
treatment costs. It is argued that the congruence which has been 
observed between service outcomes and reception of treatment presents a 
very strong case for the attribution of outcomes observed; namely. 
decreased institutionalizaion and higher morale accompanied by no 
increase in hospitalization or mortality. to the intervention of the 
Five Hospital treatment. The policy and research implications of these 
findings will now be addressed. 
Policy Implications 
The evalution of this experimental model of community-based long 
term home care has demonst,rated two imp'Ortant facts. The first of these 
is that long term home care is a separate entity which differs in 
measureable ways from the skilled care model of care,which is currently 
reimbursed. Secondly. this evaluation has demonstrated that there are 
individuals who desperately need this type of care. 
? ? ? ?
Specifically, the reader is reminded that 56% of experimental and 
65% of control group subjects received Cumulative Impairment scores of 
17 and above at Pretest. while an additional 40% and 35% achieved score 
in the range of 13-17 which indicates serious vulnerability. This 
evaluation has thus demonstrated the existence of a very fragile 
population with a very' real need for long term care in the community. 
Also, given the admission rate of clients to the Five Hospital Program 
during the study period, this study has demonstrated that the demand for 
this type of care need not necessarily prove overwhelming if proper 
screening for eligibility and targeting of services is done. Moreover, 
it has been shown that this population, if offered this type of care, 
will use it consistently over an extended period of time but in 
relatively small doses. Finally, the evaluation has demonstrated that 
these services can contribute significantly to a reduction in the rate 
of institutionalization of chronically impaired old-old individuals, 
while simultaneously enhancing the quality·of their lives. Furthermore, 
this model of home care was not associated with an increased use of 
acute hospital care nor was it associated with any increase in 
mortality. While a relationship was observed between deterioration in 
PADL and treatment, questions have been raised about whether this 
represents a cause-effect relationship and, further, if it does, whether 
such an effect would be deemed a negative one by the clients involved. 
While the effects of the particular model of long term home care 
which the Five Hospital Program represents have been demonstrated to be, 
on the whole, beneficial. many questions remain regarding the expansion 
of this type of care. The three which appear to be most pressing 
involve organizational issues, funding, and capacity to monitor the 
quality of such care. 
? ? ? ?
From an organizational perspective, the Five Hospital Program 
represents a human relations type of model in that the Program is small, 
communication between staff is achieved mostly through face-to-face team 
meetings or larger case conferences. An attempt is made in this 
organizational model to locate the services as close to the clients as 
possible and to decrease ? ? ? ? ? ? ? distance between the non-user client and 
the formal rationalist health care bureaucracies which the five founding 
hospitals re?resent. This type of care relies on individualized plans 
of care for clients and direct and quick responses to changes observed 
in client status. 
Given the fact that this population of clients was on average quite 
elderly, frail and multiply impaired, this delivery model meshed well 
with their' overall needs. However, this model differs quite markedly 
from the community-based "channelling" model which is currently (1980-
1981) being demonstrated and evaluated at considerable federal expense. 
In contrast to the Five Hospital model, channelling agencies 
perform client assessments and then assemble a package of services from 
several different agencies. The channelling team or nurse then follows 
up to ensure that the prescribed package is being delivered and monitors 
the client's status over time. Thus, one agency with several different 
teams can cover an entire city or large suburban or rural areas. Two 
theories underly the channelling model. One is that the separation of 
direct service provision from both the assessment of eligibility and the 
on-going monitoring and authorization of care plan changes, will 
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eliminate foraud and abuse and enhance the quality of care for disabled 
clients. Secondly. the channelling model is hypothesized to be able to 
provide more comprehensive services for its clients than a single home 
care agency might. and thus would be more inclined to consider the 
client's multi-dimensional needs. rather than that particular set of 
needs which anyone agency might be able to satisfy. 
However. there are serious problems regarding the potential of this 
type of organizational model to deal effectively with the needs of the 
type of population described in this study. First, often more than one 
or two initial visits are required to make a complete assesment of 
client functioning. Secondly. many consistent contacts over a period of 
time are often required before a trusting relationship can be 
established with a fearful and previously isolated ederly person. Also, 
the involvement of several different agencies can be quite confusing to 
a client and can be threatening. Finally. and. perhaps most 
importantly, it would appear that the volume of clients served by any 
team and the time and red tape which would be required to authorize care 
plan changes, could interact to reduce the personal. individualized 
quality of the care and the timely responsiveness which is critical in 
dealing with this age group. The channelling model would thus appear to 
more closely resemble a rationalist bureaucracy organizational model 
which is more appropriate for and will probably be used better and more 
often by younger and less impaired individuals who can negotiate 
systems. It is therefore argued that, particularly in urban areas with 
relatively dense concentrations of both elderly and acute care 
hospitals, the Five Hospital model is preferable. 
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The second pressing question concerns funding for community-based 
long term care programs. As previously demonstrated. long term care. 
whether of an institutional or community-based type will be expensive. 
Expenditures "for this care are inevitable given demographic changes 
previously described and also exceed the out-of-pocket purchasing power 
of the average elderly person. There is some evidence from this study 
that community-based care can provide some cost-savings over 
institutional care insofar as more individuals at the level of 
moderately impaired functioning might possibly be served at a lower cost 
per person in the community. It is also clear that institutional care 
of high quality is critically important for other ir.dividuals who are 
more impaired and require twenty-four hour care. The important 
consideration here is that individuals be empowered to the maximum 
amount feasible. to exercise their own discretion in choosing an 
appropriate level. type and locus of care consonant with their 
perception of need. While autonomy in these matters is important for 
persons of all ages. it is particularly so for frail elderly who suffer 
loss of control in so many other areas. Thus. it seems important that 
choice be maximized through the provision of insurance for long term 
care and that the purchase of this insurance be subsidized by the 
government. such that all elderly will be able to purchase insurance 
plans and packages of their choice. The need for imaginative policy-
related research here is great and can lead to substantial gains in the 
formulation of national long term care policy. For example. currently 
(1981) ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? are being conducted regarding the viability of 
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pre-paid long term horne care in the On-Lok experiment in San Francisco 
and in the Social and Health Maintenance Organization ? ? ? ? ? ? ? currently 
being tested by the HCFA Health Policy Center at Brandeis University. 
Another research project which is being planned by the National Center 
for Health Services Research, entails a survey of elderly regarding the 
types of long term care insurance plans which they might be willing to 
purchase and the costs which they might be willing or able to pay •. 
Information from these studies will be very useful in further 
determining the feasibility of funding for long term home care services. 
Finally, information derived from the analysis of the formative 
data in this study has implications for the third pressing question of 
quality of long term care services. As the analysis in this study of 
service utilization data demonstrated, it is possible through the use of 
a uniform assessment instrument both to ascertain eligibility for long 
term care services based on level of functional status and to monitor" 
the services received according to client characteristics. As the 
analysis of these data in this study ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? ? it should be possible 
to develop Management ? ? ? ? ? ? ? ? ? ? ? ? Systems which can ? ? ? ? ? ? ? ? congruence 
of this kind between clients' characferistics and the appropriateness of 
type and level of services received such that fraud and abuse could be 
minimized. Further, the organizational" structure of the Five Hospital 
model lends itself to the reduction of potential for fraud and abuse 
insofar as the staff are responsible to a Board which includes 
administrators of five established and respected voluntary hospitals. 
The involvement of the hospitals also enhances the quality of the care 
which is provided insofar" as continuity of .care is enhanced through the 
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ability to refer a client back and forth as needed between the hospital 
and the community without loss of important information or change in 
care providers. Finally, this model may prove less costly than 
hospital-based long term home care services since the potential for 
"creative accounting" or subsidizing of in-patient expenditures which 
may be subject to caps. by increasing overhead charges to hospital-based 
home care services. is eliminated. 
To summarize, this evaluation has demonstrated that there is a 
separate entity of organized health and social services which can 
correctly be labelled long term hOlue care services. It has demonstrated 
that these services are needed and used by seriously impaired elderly 
with largely beneficial effects. This effectiveness has been observed 
to occur under conditions of small agency size. with high and frequent 
exchange of information among staff members and repeated efforts to 
close social distance ? ? ? ? ? ? ? ? clients and rational bureaucracies through 
regular client contact with profesional staff and more intensive contact 
with non-professional trained lay workers or geriatric home health 
aides, the majority of whom are also older adults. The cost of these 
services, although not exorbitant. is also not inexpensive and will 
require additional new sources of funding. probably of the typp-s 
suggested here. Further. it appears that the quality of long term home 
care services·· ·ean be monitored through the ? ? ? ? ? ? ? ? ? ? ? ? of appr,?priate 
assessment instruments, management information systems and 
organizational structures of the agencies to the extent that they can be 
encouraged to affiliate with, but not actually be based in, well 
respected acute care hospitals. Finally, it is neither feasible nor 
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desirable for the federal government to embark on a major policy shift 
in the provision of community-based care at this time. Rather, an 
incremental approach to policy development would appear to be 
appropriate such that various organizational models, reimbursement 
mechanisms and quality control mechanisms can be tested during the next 
few years. In this light, probably the most useful thing which the 
Federal government can do is to continue to fund demonstration projects 
which already exist and have shown promise. These organizations 
constitute a valuable national resource with respect to accumulated 
experience in this field and can serve as important laboratories for the 
empirical testing of some of the broad policy-related research questions 
described above as well as for some of the more particular and targeted 
research questions outlined below. 
Implications for research 
In addition to the broad policy questions addressed above, certain 
other specific research questions have emerged from this and other 
evaluations of home care. This particular evaluation has contributed to 
an operationa1ization of the construct of long term home care through 
its analysis of service utilization data. Long term home care has been 
shown to endure over a long period of time, and to be used in regular 
but fairly abstemious amounts by the majority of its target 
population. This type of home care has been demonstrated to differ 
substantially in its utilization pattern from Medicare skilled-care home 
care. The evaluation has also helped to further define the 
characteristics of the population who both use and benefit from long 
? ? ? ?
term home care. It has been demonstrated that these clients are on 
average older and suffer more from multiple chronic diseases and ADL 
impairment than do recipients of skilled care home care. It is hoped 
that this clearer delineation of both what long term home care is and 
who benefits from it will be of use to other researchers in this field. 
The study has also, however, encountered new questions which have 
arisen from its findings and new methodological problems which require 
further research. Several of these are outlined below. 
First, it has become apparent that uniform assessment instruments 
are very important in long term care. Specifically, a reliable and 
valid, brief and easily administered asse$sment instrument would be 
extremely useful in assessing eligibility for long term care services, 
in determining and monitoring an·appropriate level of care· and mix of 
services, and in assessing service outcomes. The OMFAQ instrument 
represents a laudable effort in· this direction but could benefit from 
further revision and testing. Specifically, the utility of the OMFAQ 
summative ratings in measuring outcomes of treatment in a disabled 
population is questionable since the range of measurement suffers from a 
floor effect. In other words, functional status changes among clients 
who are functioning poorly at admission and whose prognosis is poor 
cannot be measured with the degree of precision needed since only a few 
points remain on the scales to describe them. Thus, minor distinctions 
in degrees of decline are not possible to make. Additionally, the 
physical health rating definitions need revision if they are to be 
easily applied to chronically impaired ? ? ? ? ? ? ? ? ? ? The instrument could 
also benefit from shortening since it now requires an hour to 
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complete. Similarly, a special version of it would be useful for repeat 
assessments over time. This shortened repeat assessment version could 
then be used to capture only those elements of functioning which are 
thought to be most likely to reflect change. Other research on the 
instrument should also include factor analysis of the dimensions and 
possible elimination of the interviewer ratings in favor of 
mathematically derived ratings which would enhance the instrument's 
reliability. 
A second and quite different research issue which remains to be 
addressed concerns the effects of long term home care on clients' social 
supports. Findings from this study indicate that family ties are 
strengthened through the provision of formal agency assistance in the 
long term care of an elderly person at home. However. the findings from 
this study are derived from responses to only a few items on the OMFAQ 
instrument and would be greatly enhanced by further research which is 
specifically designed to investigate this particular effect of home 
care. 
Similarly. prospective longitudinal studies which investigate the 
long term ? ? ? ? ? ? ? ? of long term home care services are urgently needed. 
At the present time, for instance, nothing is known about the effects of 
three or four years of long term home care service on functional status. 
hospitalization, institutionalization or mortality. nor is it possible 
to predict how long what proportion of clients may continue to avail 
themselves of this service. These are surely important questions for 
which information is required before sweeping changes are Qade. 
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'Finally. efforts need to be made both to continue the funding of 
the demonstration projects which now exist and to pool and integrate the 
information derived from these demonstrations. Thus metaevaluations and 
meta-analyses of both completed and ongoing demonstrations would be 
useful in placing disparate and fragmentary findings from isolated 
studies into a framework such that overall conclusions about the state 
of the art of this field can be made and this knowledge can be 
transmitted in a coherent way to relevant policy-makers. 
Summary 
To summarize, these are but a few of the many exciting research 
questions which'remain to be answered regarding both the measurement of 
and effects of long term home care services for disabled elderly. In 
this context, it is hoped that ? ? ? ? ? ? ? ? ? ? ? ? of this evaluation of the 
Five Hospital Homebound Elderly Program in Chicago will make a ' 
substantive contribution to the evolution of a rational, coherent, and 
equitable long term care policy in this country. This evaluation has 
demonstrated that the Five Hospital model is one of potentially several 
different ways to provide individualized long term care to elderly 
clients in their homes. Further, this type of care has been found to 
increase clients' morale and sense of well-being and to reduce their 
rate of institutionalization without increasing their use of acute 
hospital ? ? ? ? ? or mortality. Implications of this study with respect to 
long term care policy development have been discussed and further 
research needs have been identified. 
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The validation of a combined medical and social model of long term 
care services has important implications for the field of social work 
which has been too long an underrepresented and inadequately reimbursed 
home care service. It is hoped that findings from this study will both 
help to remedy this situation as well as to expand service options for 
this very needy and deserving portion of our population--the chronically 
impaired elderly, without whose patient and, for the most part, 
uncomplaining cooperation, this study would not have been possible. 
Definitions of ? ? ? ? ? and Variables 
Terms and variables referred to In the study were operationally 
defined as follows I 
1. Romebound refers to those patients who are bedridden, 
wheelchair bound, or have great difficulty becausa of 
physical and/or meneal disability in procuring ? ? ? ? ? ? ?
and s9cial supportive services on an ambulatory basis. 
2. Elderly will refer to those persona sixty years of age 
and older. 
J. The independent variable, the Five Hospital Program, 
consists of Che following services which will be 
operationally'defined as follows I 
a. Physician home visits: These were used for initial 
paciant ? ? ? ? ? ? ? ? ? ? ? snd for periodic ? ? ? ? ? ? ? ? ?
visita thereaftar. It was not expscted that these 
serviees'will be heavily utilized, but that they 
would be appropriate and necessary for soae 
patlellts. 
b. Kurains care: This consistsd of laitlal and 
subsequent assessment visits, some skilled nursing 
,treatment and a heavy eaphasis on telephone or 
visit monitoring of patient aedication end 
treatment. These services were performed by 
licensed R.N.'s. 
c. Social \lark Services: These consisted of initial 
and subsequent patient assessments, some short-term 
goal-oriented counseling where appropriate and a 
heavy emphasiS on coordination of patiant care 
since most patients received help ? ? ? ? ? mare than 
one coaaunity source. These services were 
performed by trained HSW social workers. 
d. Rome/Health Aide Services: These ware the core 
prosraa servIces. They were ? ? ? ? ? ? ? ? ? by trained 
aides who provided the follOWing services: 
bathing, shampoOing, housecleaning, laundry, 
shopping, escort services, exercise supervision, 
amhulation, end aeal preparation. 
4. The dependent variebles, or the outcoaa measures, were 
operationally defined as follows: 
a. Functional aBsesamants: Theae repeated assessaents 
were made with the USe of the Duke/OARS 
Multidimenaional Functionsl Asaessment Instruaent, 
a standardized instruaent which yields a acore from 
1 to 6 for each patient 1n each of S areas: 
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I. social resources 
2. ecoDomlc resource. 
3. mental health 
4. physical health 
5. capacity for self-care, or sctivities of daily 
livin8· 
b. Numbers of Repeated HospitalizAtionSI This refers 
to the nwqbers of second, third, etc., 
hospitalizations experienced by members of both 
groups. 
c. Rats of InstitutionslizatLon: This is dafined as 
the rate st which nembers of both groups sre 
admitted to such institutions aa Nursing Homea, 
Extended Care Facilities and/or Homes for the 
Elderly. StatLstica are reported aeparately for 
each of these catagories. 
d. Rate of Survival: 
the total numbera 
groupa duriog the 
This was deterained by computioR 
of daaths which occurred in both 




STATEMENT OF CLIENT RIGHTS AND PARTICIPATION IN COMMUNITY SURVEY 
'TheMayor's,Offlce for Senior Citizens and H,andicapped 
Is par,tlclpating in a' ? ? ? ? ? ? ? to find out more about the lelnds ,d', 
problems which older citizens living at home are having. We 
. hope ? ? ? ? ? we will be able to use this information to demonstrate 
what leinds of help and servic:es people need. The Information 
you give us will be completely ,confidential. You have the right 
not to participate In this survey If that Is your wish and this de-
cision will not affect your:request for service from the Mayor's 
,once. The questlon!'alre will talee about 45 to 60 minute. to 
,cOlllplete. 
If you understand the above and agree to participate in the 
survey we would IIlee to ? ? ? ? ? you to, sign this form here: 




I have a lot of questions to asle you. These questions were 
designed to apply to many different Icinds of people but It Is im-
portant that each person answer as ? ? ? ? ? they can. There are no 
'right or wrong answers to these questions --only the one that best 
describes you. The Information you give me will be confidential 
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47 280 Table 
Dem08raphie Charaeteri9tles of ? ? ? ? ? ? ? ? ? ? ? ? ?
and Concrol Group Subjeets at Pretest 
? ? Total ? ?
Total Pre Post Pretest Pre Post 
Precest % or % or % or % or % or 
Vadable (N) % mean (N) mesn mean aeau ? ? ? ? ? Clean 
Ase (122) (100) (123) (l00) 
60-69 7 7 6 17 15 16 
70-79 37 33 33 40 40 36 
80-89 48 49 51 40 42 103 
9D1- . 9 9 10 3 3 4 
Hean 80.3 80.8 77.4 77.8 
Raee (122) (100) (100) (l00) 
% White 96 95 95 96 97 98 
Sex (122) (100) (100) (100) 
% 'emsle 96 80 77 74 76 80 
Education (122) (98) (123) (99) 
8 years or less 59 60 53 42 36 35 
8-12 yesr. 23 24 29 35 40 38 
post high school 18 16 18 23 23 26 
Occupation (122) ? ? ? ? ? (99) (94) 
Cledcal 29 30 27 30 42 44 49 
housewife 22 26 16 18 14 14 15 
prof'l + ",sr 8 7 10 11 5 5 4 
skilled 13 12 9 10 15 16 16 
operative 16 15 18 20 12 9 12 
service + unskilled 11 10 9 10 12 11 10 
Type of housing 
CIIA III1xed or roolll1ng 
house 3 3 2 7 6 4 
Apartaant or house 76 75 67 74 74 59 
Hotel 3 3 4 7 6 4 
CHA Senior or Lawrence 
Hotel 15 17 17 13 14 12 
Arlln8ton, Chelsea, or 
Wl1son Houses 2 1 0 0 0 0 
Ocher 1 1 1 0 0 3 
TABLE 48 281 
SOCIAL RESOURCE CHARACTERISTICS OF EXPERIMENTAL 
AND CONTROL CROUP SUBJECTS Ar PRETEST AND POSTTEST 
B!'.. ? ?Total 
Total Pre Poat Pretest Pre Poat 
Pretest Z or Z or % or % or Z or 
(N) Z mean (N) meaD meaD mean ? ? ? ? mean 
Haritol Status (122) (101) (123) (l00) 
SiDsle 17 17 17 17 18 20 
Karde" 21 21 18 19 19 18 
1I1dowed 57 57 60 52 52 55 
Divorced. Separated 5 5 6 12 11 7 
Household Composition (122) (101) (123) (99) 
Alone 52 50 52 76 76 60 lIith apouse 21 21 18 19 19 17 
With chUdren 19 20 16 4 1 2 
No. Phone· contacta 
in the paa t week (104) (75) (112) (87) 
7+ 54 57 47 56 41 
2-6 23 30 35 36 41 
1 7 5 9 4 3 
0 16 8 9 5 4 
Someone to Trust (105) (74) (112) (84) 
yes 89 81 87 81 80 82 
Lonely (l06) (75) (111) (84) 
often 23 24 27 35 35 39 
aouaetimes 35 36 29 29 29 27 
never 42 40 44 36 37 35 
See FamUy (92) (58) (102) (72) 
often as crants 39 50 52 45 47 40 
unhappy/too 11ttle 56 50 48 55 53 60 
? ? ? ? ? ? ? of help if sick (87) (63) (91) (69) 
iadefiDitely 40 32 41 14 12 19 
short tilllS 13 26 25 30 26 20 
occasionally 47 38 29 56 38 42 
not at all 16 16 16 17 23 29 
Relatioosbip of belper (85) (55) (89) (55) 
spouse 8 9 13 6 6 4 
cbild 33 33 31 27 35 44 
relative 35 42 44 26 20 26 
friend 21 15 13 38 36 27 
paid worker 2 2 0 3 4 0 
Time with othera (106) (74) (111) (84) 
? ? once/day 18 16 18 23 21 18 
2-6 timea/waek 41 45 37 37 37 30 
once/week 19 16 19 22 26 21 
none 26 23 27 19 16 31 
TABLE 49 282 
ECONOMIC CHARACTERISTICS OF EXPERIMENTAL 
AND <XJNIROL GROUP SUBJECTS AT PRETEST AND POSTTEST 
? ? ? ?Toeal 
Total I're 1'0se I'retest I're 1'0st 
I'retest % or % or % or % or % or 
? ? ? ? % meaa (N) meaQ meaR 'IIsan (N) mean 
Median Income (114) (93) (117) (92) 
3500 3500 3500 3500 3500 
Medical Insurance 
Medicaid (121) (99) (121) (96) 
12 11 16 16 15 14 
Medicue A + B (119) (121) 
89 90 (100) 18 64 1i6 (96) 66 
Rent (95) (79) (110) (91) 
paye total 61 60 12 86 89 74 
pays partial 26 Z8 18 10 B 13 
pays none 13 13 10 4 3 5 
Owr.s Home 101 20 (101) 21 (loa) 9 (100) 6 
Major Income Sources (121) (100) (123) (100) 
Social Security 93 94 93 93 92 94 
Ssvings 47 47 39 50 52 55 
l'ension 23 22 ZO 23 25 26 
'amUy 8 9 6 2 2 4 
S.S.I. 9 9 6 10 11 10 
Public Aid 2 a 2 2 3 5 
Assets Sufficient (97) (70) (117) (84) 
No 37 41 49 50 43 46 
Able to meet payments (1-17) (93) (l1B) (95) 
no problem 51 51 4B 38 42 50 
barely dnsgea 39 40 42 60 57 45 
cannot meec 9 10 10 Z 1 5 
Degree needs met (98) (66) (107) (80) 
very well 28 30 21 13 11 11 
falrly we1l 53 49 65 65 68 71 
poorly 19 21 14 21 21 18 
Compared others 
Financial status (72) (36) (82) (56) 
Better 26 31 28 20 27 18 
sue 60 56 67 66 57 68 
worse 14 14 6 15 16 14 
enough for future (63) (35) (66) (41) 
yes 73 67 83 62 49 73 
TABLE 50 283 
Kl!NTAL HEALTH CllARACTI!RISTICS OF EXPERIMENTAL 
AND CONTROL GROUP SUBJECTS AT PRETEST AND POSTTI!ST 
!1!t Total ? ?
Total Pre Poat Preteat Pre Poa,t 
Preteat Z or Z or Z or Z or % or (N) % mean ? ? ? ? meaa mean mean (N) mean 
1. Orientation (112) (79) (116) (88) 
No errora SPMSQ 19 2Z 23 23 28 19 
1-4 errora SPHSQ 53 56 53 63 64 69 
5+ errora SPHSQ 29 23 24 16 8 11 
Kean 2.9 2.5 2.8 2.3 1.7 2.3 
2. Paych. S,..ptoma- (102) (71) (112) (85) 
toloSY 
0-4 (low) 46 48 45 44 39 ]9 
5-9 (moderate) 44 39 44 49 52 47 
10-15 (hiSh) 12 13 11 12 9 14 
Kean 5.34 5.13 5.46 5.75 
3. Other Measures 
s. Worry (lon (74) (111) (82) 
very often 38 37 42 41 43 46 
fsirly often 27 34 24 27 31 24 
hardlY ever 35 30 34 32 27 29 
b. Find Life (99) (64) (105) (80) 
dull 35 34 32 34 35 34 
routine 47 45 50 44 43 51 
exciting 17 20 17 22 23 15 
c. Life aatia-
faction (102) (68) (110) (83) 
sood 41 40 37 31 30 28 fair 35 37 41 48 51 54 
poor 24 24 2Z 21 21 18 
d. Subject's MIl 
RaUns (95) (65) (109) (83) 
excellent 14 12 20 16 17 13 
sood 49 54 48 45 45 40 
fair 37, 23 26 26 25 39 
poor 11 11' 6 14 13 8 
e. Hencal health nov 
va. paat (96) (67) (108) (S2) 
better 10, 9 10 9 10 13 
same 48 45 51 50 52 48 
worse 42 46 39 41 38 39 
TABLE 51 284 
PREVALENCE OF DISEASES AMONG EXPERIMENTAL 
AND CONTROL CROUP SUBJECTS AT PIlE A.'m POSTrEST 
(IIlIKIIEllS IN PARENTHESES INDICATE PERCENTAGE OF SUBJECTS 
CLASSIFIED AS BEING ·SEVERELY· IHPAIllED) 
(N .. 122) (N .. lOl) (N"lOl) (M"123) (N"lOO) (N"lOO) 
Total Pre 1'I:e Poat. Total Pre 1'I:e Poat 
Dla ..... ae Z Z Z Z Z 
1. Arthdt1B 60(34) 60(36) 65(37) 64(27) 67(27) 98 68(30) 2. Circulation 46(23) 46(22) 48(140 46(20) 44(18) 97 48(14) 
3. Heart 45(18) 43(18) 52(18) 40(13) 40(11) 97 42(12) 
4. 81gh B1004 
Preasure 30 (4) 28 (4) 29(6) 41(40 41(30 98 41(8) 
5. Other Stomach 18(5) 20(6) 20(11) 21(8) 19(6) 98 28(6) 
6. ? ? ? ? ? ? ? ? of StroKe 14(12) 16(14) 25(19) 18(11) 17(9) 97 20(12) 
7. Urinary Disorder 13(3) 14(3) 17(9) 14(50 17(5) 96 22(5) 
8. Dlabetea 12(3) 10 8(4) 12(3) 11(20 98 8(2) 
9. AIIeIIIia 12(2) 12(2) 9(1) 11(2) 11(2) 97 9(3) 
10. Emphysema 12(4) 12(5) ·13(3) 10(5) 11(5) 98 11(5) 
11. Skia D1aorden 9(5) 8(4) 10(5) 12(3) 10(0) 98 11(0) 
12. Speech Problema 8(4) 10(4) 12(5) 7(3) 7(3) 99 8(3) 
13. Aatluaa 6(3) 4(2) 1(0) 3(3) 3(3) 99 5(4) 
14. Ulcer ·6(1) 5(0) 3(2) 7(3) 6(2) 97 7(0) 
15. Cancer 6(3) 5(2) 4(30 10(4) 9(3) 96 8(4) 16. Glaucoma 5(2) 5(2) 8(4) 10(5) 11(5) 99 10(7) 
17. Parkiasoa'a 5(4) 5(5) 5(3) 6(3) 7(3) 97 4(3) 
18. Thyroid 4(0) 5(0) ·3(0) 4(3) 4(2) 98 7(2) 
19. lU.dney 3(3) 2(0) 1(1) 5(1) 4(2) 97 5(3) 
20. Livar Diaaase 1(0) 1(0) 0(0) 2(1) 1(0) 97 0(0) 
21. Epilepay 1(0) 1(0) 1(0) 1(1) 1(1) 98 2(1) 
22. Multiple Scleroa1a 1(1) 1(1) 1(1) 1(1) 1(0) 97 1(0) 
23.· Tebercu10a1a 0(0) 0(0) 0(0) 2(1) 3(1) 98 1(0) 
24. 1'0110 0(0) 0(0) 1(0) 1(1) 1(1) 98 1(1) 
25. Cerebral Palay 0(0) 0(0) 0(0) 0(0) 0(0) 97 0(0) 
26. Muscular Dyatrophy 0(0) 0(0) 0(0) 0(0) 0(0) 99 0(0) 
285' 
TABLE 52 
HEALTH STATUS CHARACTERISTICS OF EXPERIMBNTAL 
AND CONTROL CROUP SUBJECTS A't rRETEST AND POSITEST 
!!!:. ? ?Total 
Total Pre Post Pretest Pre Post 
Pretest % or % or % or % or % or 
eN) % mean eN) m.ean mean mean eN) meaD 
Bealth Status 
1. Number of 
Impairments (107) (85) (115) (88) 
0 3 2 5 3 2 2 
1 13 14 13 14 17 13 
2 27 29 24 17 13 15 
3 23 25 21 2S 26 19 
4 17 13 9 13 13 21 
S 8 7 IS 11 11 16 
6 6 7 8 10 10 8 
7 2 2 4- 6 7 3 
8 9 0 1 9 1 2 
9 0 0 0 0 0 1 
lfean 3.1 2.9 3.2 3.4 3.4 3.6 
2. Vidon (122) (l00) (123) (l00) 
Excellent 7 7 3 4 3 5 
Cood 37 39 32 37 38 35 
Fair Z6 23 27 36 39 37 
Poor, BUnd 31 31 38 Z4 20 Z3 
3. Bearing (122) (101) (123) (100) 
Excellent 19 21. 17 15 17 13 
Cood 40 39 36 41 44 42 
Fair 20 20 21 22 20 31 
Poor, Deaf 21 21 27 22 .19 14 
4. Number of Days nl (112) (83) (120) (96) 
None 34 31 41 32 33 30 
1 week or less 7 7 8 7 8 15 
1 wek to 1 110. 16 15 12 16 19 21 
1 to 3 IIOS. 14 15· 8 22 21 14 
4 to 6 1II0S. 29 33 30 23 19 20 
S. Subject's PB rating (104) (72) (11) (8S) 
excellent 8 11 3 7 9 S 
good 26 26 42 21 21 26 
fair 36 38 33 46 45 48 
poor 31 25 21 26 25 21 
6. Degree Heelth (103) (70) (109) (84) 
Interferes 
not at all 11 11 13 11 11 5 
Uttle 21 21 34 25 29 33 
great deal 68 . 67 53 64 61 62 
7. Other Physical Dis-
abilities (99) (99) (100) (100) 
total paralysis 1 I 1 1 
partial paralysis 6 16 8 10 
missing or non-
functioning lilllbs 10 13 4 6 
broken bonea 7 7 12 9 
8. Health nov vs. past (72) (72) (84) (84) 
better 11 13 5 7 
same 21 33 27 30 
worse 68 54 68 63 
TABLE 53 286 
REALTII SERVICES UTILIZATION CIIARACIERISTICS OF 
EXPERIMENTAL AND COHTROL GROUP SUBJECTS AT PRETEST AND POSTIEST 
? ? Total ? ?
Total Pre Post Pretest pre Post 
Pretest Z or Z or Z or Z or Z or 
{H) Z mean ? ? ? ? m.ean mean meaD (H) meaa 
1. No. times seeo HD (119) (99) (122) (99) 
in past 6 months, 
0 51 SO 4 21 22 18 
1-3 35 35 69 33 33 27 
4-25 14 17 26 47 45 55 
26 + 0 0 1 0 Mean 1.4 1.6 3.6 4.8 4.7 5.6 
2. Z with severe 
COnditiOD not under ,-
medicatioD 
a. Arthritis 32 32 (99) 14 21 21 (98) 6 
b. Circulatioll 
Proble.,s 74 74 (99) 21 77 77 (97) 10 
c. Cardisc Proble.,a 18 18 (99) 4 38 38 (97) 2 
d. High Blood Preasure' 40 40 (99) 0 0 0 (98) 0 
e. Diabetes 25 25 (101) 4 0 0 (98) 1 
3. Supportive Devicea (121) (100) (123) (100) 
Used 
cane 44 41 42 47 44 46 
walker 30 32 28 27 29 26 
wheelchair 20 22 27 7 8 13 
cOllllllOde 6 6 4 1 1 iI 
4. Ho. Hasp. Days 1,0 (121) (121) (123) (123) 
past 6 mos. 
MeSD 10.7' 10.7 9.3 13.7 13.7 10.5 
5. Ho Nursing Ro ... (12l) (121) (123) (121) 
Days in past 6 mos. 
Mesn 4.4 4.4 14.2 4.8 4.8 26.2 
6. Heed more Medicare (116) (90) . (122) (97) 
yea 58 57 21 25 22 25 
TABLE 54 287 
ADL CHARACTERISTICS OP EXPERIMENTAL 
AND CONTROL CROUP SUBJECTS AX PRETEST AND POSTTEST 
B!!:. Total ? ?
Total Pre Poat Preteat Pre Post 
Preteat % or % or % or % or Z or 
? ? ? ? % men (N! mean lIIean !Dean ? ? ? ? !Dean 
A. Instrumental ADL 
i. Use of Phone (120) (100) (123) (100) 
totally unable 15 15 17 6 4 9 
2. Travel (121) (99) (123) (100) 
totally ull8ble 33 34 31 13 13 11 
3. Shop (122) (100) (123) , (100) 
totally ulI8ble 67 69 64 46 45 40 4. Cook (122) (100) (123) (100) 
totally unable 32 32 37 14 13 16 
5. Clean (122) (100) (123) (100) 
totally unable 50 49 48 32 30 35 6. Takoo Meds. (119) (97) (121) (94) 
totally unable 11 12 18 2 3 5 7. Handle IDOney (120) (123) (100) 
totally unable 23' 26 27 15 11 12 
Mean aUIII IADL 2.6 1.2 
B. Phls1cal ADL 
1. Eat (122) (100) (123) (100) 
totally unable 2 2 4 1 2 
2. Dress (121) (99) (123) (l00) 
totally unable 9 9 13 3 ' 2 
3. Groom (122) . (100) (123) (l00) 
totally unable 12 12 16 6 5 5 
4. Walk (122) (101) (123) (l00) 
totally ulUlble 14 16 23 5 6 8 
5. Transfer (122) (100) (123) (99) 
totally unable 7 8 12 1 2 
6. Bathe (122) (99) (122) (100) 
totally unable 17 20 32 11 10 9 
7. Continent (121) (99) (122) (98) 
No 23 20 27 17 18 14 
C. ADL Rel!!er 
1. Availabla (122) (101) (123) (100) 
Yea 88 92 99 93 92 89 
2. Relationship of 
Major ADL KeIper (110) (96) (116) (86) 
Spouse 13 12 11 9 11 12 
ChUd 26 26 17 22 20 21 
Relative 22 24 9 16 17 14 
Fdend 20 17 18 22 22 16 
Pald Worker 16 18 42 2S 27 3S 
Other 3 3 3 5 4 2 
3. Relatlonsblp of 
Otber ADL Helper (56) (38) (59) (30) 
CbUd 39 37 32 24 20 20 
Relative 20 21 24 12 13 13 
Friend 20 18 13 34 40 27 
Paid IIOrker 18 24 29 29 27 40 
Other 4 0 3 2 0 0 
TABLE 55 288 
PERCENTACE OF EXPI!RIHI!NTAL AND CONTROL CROUP SUBJECTS 
AT PRETEST AND POSTTI!ST 
EXPRESSING AN UIIMBT NEED FOR COHHUNITY SERVICES 
!!!. Total ? ?
Total Pre Poat Preteat Pre P08t 
Prete8t Z or Z or Z or Z or Z or 
{N) Z meso {II) mean lIean meso {II) meaD 
Traaaportat1oa (94) (94) (98) (98) 
4 18 12 26 28 24 
.Participatioa in Social (98) (98) (98) (98) 
Acl:iviUe8 6 15 9 18 19 24 
Hental Health Treatmaat (91) (91) (98) (98) 
6 8 3 8 7 9 
Personal Care (100) (100) (99) (99) 
20 18 0 11 11 4 
lIursinS Care (93) (93) (98) (98) 
22 2S 2 9 7 9 
Physical Therapy (93) (93) (95) (95) 
17 16 11 10 8 18 
ContinuOU8 Superviaioo (98) (98) (99) (99) 
5 6 10 9 2 
CheckiaS Service (122) ( ) (123) ( ) 
O. 8 0 0 8 0 
Reloeatlon Aid (97) (97) (98) (98) 
11 10 5 17 17 12 
Holllemakins Help (99) (99) (99) (99) 
20 20 4 12 12 5 
Heal Preparation (97) (97) (100) (100) 
9 8 3· 46 46 2 
Adminiatrativa Help (99) (99) (98) (98) 
2 3 5 7 3 
Systematic Evaluation (75) (75) (90) (90) 
39 35 8 10 12 7 
Coordlnatioo Help (86) (86) (95) (95) 
15 15 7 12 10 14 
Remedial Training (93) (93) (100) (100) 
0 0 2 4 3 2 
289 TABLE 56" 
INTERVIEWER RATINGS OF MULTIDIMENSIONAL FUNCTIONAL 
RESOURCES FOR EXPERIMENTAL AND CONTROL GROUP SUBJECTS "AT PRETEST 
AND POSTTEST 
? ? ? ?Total 
Total Pl'e Poat Preteat 1're Post 
Pratast % Dr % Dr % Dr % Dr % Dr 
Dimenslon (N) % metlR (N) mean mean mean (N) DleaQ 
Social Resourcea (122) (101) (123) (100) 
1. hcallant 6 5 10 6 6 7 
2. Good 26 31 27 15 15 22 
3. HUt! Imp. 22 23 20 18 18 15 
4. Hot! Imp. 25 24 21 44 43 41 
5. Savere lap. 16 15 18 15 15 14 
6. Total Imp. 6 3 5 2 3 1 
Mean 3.22 3.25 3.25 3.36 
Ecoaaaic Resources (122) (101) (123) (100) 
1. heeUent 9 10 6 3 4 2 
2. Goat! 31 29 27 32 34 30 
3. HUt! Imp. 43 45 53 39 38 41 
4. Hod. Imp. 16 17 14 24 22 20 
5. Severe Imp. 0 0 1 2 2 7 
6. Total Imp. O· 0 0 0 0 0 
Hean 2.68 2.77 2.84 3.0 
Hental Health (122) (101) (123) (100) 
1. Excellent 3 3 2 2 1 0 
2. Good 17 19 13 11 24 13 
3. H1lt! Imp. 27 31 30 30 36 43 
4. Hod. Imp. 32 27 28 35 29 28 
S. Severe Imp •• 18 17 18 22 9 11 
6. Total Imp. ". 2 4 10 1 1 5 
Haen 3.48 3.76 3.24 3.52 
Physical Health (122) (101) (123) (100) 
1. hcellent 0 0 0 0 0 0 
2. Good 1 0 0 1 1 0 
3. Kilt! Imp. 20 19 14 8 9 9 
4. Hod. Imp. 61 66 55 72 72 71 
S. Severe Imp. 16 13 29 19 18 19 
6. Total Imp. 2 2 2 0 0 1 
Hean 3.98 4.19 4.07 4.12 
ADL (122) (101) (123) (l00) 
1. Excellent 0 0 0 0 0 1 
2. Good 1 0 0 1 1 2 
3. MUt! Imp 17 15 14 7 8' 9 
4. Mod. Imp. 53 S4 47 81 80 62 
5. Sevare lap. 21 23 28 9 8 22 
6. Total Imp. 8 9 12 3 3 4 
Hean 4.26 4.38 4.04 4.14 
TABLE 57 
OVERALL IMPAIRMENT LEVElS OF EXPERIHEIITAL 
AND CONTROL· GROUP SUBJECTS AT PRETEST HID POSTTEST 
Total Pre Post 
Preteat % or % or 
(N) % IDeall (N) IDean 
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